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Physicians’  Advocate 


To  implement  a plan  to  get  your  accounts 
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(800)  348-6800  in  Kent  and  Sussex  counties. 

Physicians’  Advocate  is  a managed,  care  consulting  and  practice 
management  service  offered  by  the  Medical  Society  of  Delaware  as 
a member  benefit. 
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For  centralized  scheduling  call:  (302)  731-9860 


Professional  services  provided  by  X-Ray  Associates. 
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Fork  in  the  Road 


I hope  that  you  had  a bountiful  Thanksgiving, 
finding  much  for  which  you  could  give  thanks. 
Hopefully  it  was  just  the  beginning  of  a joyous 
holiday  season  and  exciting  New  Year. 

1 have  never  been  a believer  in  New  Year’s 
resolutions,  because  the  circumstances  usually 
override  the  commitment.  The  day-to-day,  often 
unspoken,  commitments  which  we  make  to 
ourselves  and  others  are  much  more  important. 
Nevertheless,  the  new  year  is  perhaps  a 
convenient,  if  not  traditional,  time  to  reflect  upon 
various  aspects  of  our  lives. 

It  is  as  good  a time  as  any  for  reassessing  one’s 
goals  and  actions  to  judge  if  they  are  consistent 
with  one’s  guiding  principles.  (Of  course,  even 
these  principles  deserve  scrutiny  if  one  begins  to 
suspect  that  they  are  somehow  flawed  by  the 
influences  of  erroneous  teaching,  prejudice, 
rationalization,  etc.)  1 ask  you  to  spend  some  time 
during  the  next  few  weeks  exploring  these 
questions,  especially  as  they  relate  to  your 
professional  life. 

We  are  in  the  midst  of  very  turbulent  times  for  our 
profession.  Over  the  next  few  years,  decisions  will 
be  made  which  are  likely  to  impact  far  into  the 
future  with  regard  to  the  way  in  which  medicine 
will  be  practiced  in  America.  We  cannot  affect 
these  decisions  towards  a positive  outcome  if  our 
goals  and  actions  are  in  conflict  with  our 
principles.  Some  such  conflicts  are  already 
readily  apparent  to  “outsiders.”  If  we  don’t  resolve 
these  conflicts  we  will  lose  all  credibility. 


Although  there  are  many  influences  which  steer 
a person  towards  a career  in  medicine,  the  most 
fundamental  of  these  must,  of  course,  be  the 
desire  to  help  people  overcome  or  deal  with  their 
afflictions.  When  other  influences  threaten  to 
supersede  this  one,  they  are  counterproductive 
and  must  be  cast  aside. 

We  must  put  aside  or  minimize  squabbles  over 
less  important  things  (particularly  those  over 
money)  and  focus  our  efforts  on  practicing  quality 
medicine  and  ensuring  that  the  quality  of  medical 
practice  in  America  can  continue  to  improve.  If  we 
look  towards  the  needs  of  patients  they  will,  in 
turn,  look  towards  our  needs.  So  it  has  always 
been,  and  so  it  will  remain,  if  we  remain  true  to 
the  task  of  addressing  patient  needs.  This  most 
certainly  can  change  if  we  reach  a point  where 
most  of  our  efforts  appear  to  be  self-serving.  Many 
of  the  strategies  presently  under  consideration 
within  medical  communities  will  clearly  be 
perceived  in  this  light.  These  include  the  likes  of 
single-specialty  POs,  carve-out  contracts,  joining 
labor  unions,  and  so  on. 

In  considering  such  proposals,  I am  reminded  of 
the  birds  which  frequent  my  family’s  backyard 
bird  feeder.  When  the  ground  is  covered  with 
snow  or  ice  my  family  is  in  the  habit  of  scattering 
abundant  seed  over  a wide  area  around  the 
feeder.  There  is  food  and  space  for  a multitude; 
yet,  many  squabbles  occur.  Some  birds  expend 
more  energy  chasing  the  others  away  than 
feeding.  If  physicians  behave  in  this  way,  how  can 
we  expect  to  be  perceived  as  anything  other  than 
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greedy  and  profiteering? 

This  is  not  to  say  we  should  not  protect  our 

financial  interests.  I have  spent  many  hours  in 
the  homes  of  physicians  over  my  entire  life  — 
since  infancy.  It  is  my  impression  that  most 
American  physicians  do  not  (contrary  to  popular 
opinion)  have  a higher  standard  of  living  relative 
to  the  rest  of  society  than  did  their  predecessors  of 
two  or  three  (eight?)  generations  ago.  We  also 
have  seen  measurable  declines  in  physician 
income  in  recent  years  with  ominous  projections 
of  possible  further  declines. 

We  must  make  vigorous  efforts  to  reverse  this 

trend.  However,  these  efforts  will  not  be 
successful  “for  the  long  haul”  unless  we  work  in 
concert  for  the  good  of  medicine  as  a whole.  There 
may  be  short-term  gain  (perhaps  even  small 
fortunes)  to  be  had  by  some  at  the  expense  of 

others;  but,  this  will  not  benefit  those  of  us  (the 

vast  majority  of  us)  who  have  taken  up  this  calling 
“for  the  long  haul.” 


1 believe  that  we  have  reached  a fork  in  this  road 
we  are  all  traveling  — a fork  where  you  must 
make  a personal  decision:  are  you  a physician  or 
an  entrepreneur?  If  the  answer  is  the  latter,  I 
would  remind  you  that  where  there  are  fortunes 
to  be  made,  there  are  also  shirts  to  be  lost,  and  I 
suggest  that  it  might  be  wiser  to  seek  your  fortune 
through  other  means.  If  the  answer  is  the  former, 
I have  some  heartening  news:  regulatory 

restrictions  impeding  physician  networking  have 
recently  relaxed  and  the  Medical  Society  of 
Delaware,  through  Med-Net  of  Delaware,  is 

poised  to  assist  physicians  in  this  networking. 

Hopefully  this  will  put  the  reins  of  health  care 
back  into  the  hands  of  physicians,  allowing  us  to 
practice  quality  medicine  and  affording  us 

financial  rewards  reflective  of  the  value  of  the 
services  we  impart  to  society. 

Until  next  time  — 


Paul  E.  Howard  MD 


IT’S  YOUR 
TURN  TO 
BE  TAKEN 
CARE  OF 

As  a physician,  you've  spent  many  years 
perfecting  your  skills  and  practice  so  that  you 
could  provide  your  patients  with  the  best  possible 
care.  But  who  takes  care  of  you? 

We  do.  HTH  Associates  has  specialized  in 
assisting  physicians  with  their  diverse  financial 
needs  for  over  25  years.  In  fact,  more  than  400 
medical  practices  on  the  east  coast  rely  on  our 
financial  and  retirement  planning  expertise. 


One  of  the  ways  we  assist  physicians  with  their 
financial  planning  needs  has  been  the  creation  and 
continued  sponsorship  of  the  The  Physician  as  a 
Business™  seminar.  Physicians  from  Philadelphia, 
Delaware,  New  Jersey,  Maryland,  and  Virginia  have 
attended  this  highly  successful  seminar  to  learn  about 
pertinent  financial  and  retirement  planning  topics 
which  are  relevant  to  them. 

If  you’re  interested  in  learning  why  physicians  are 
saying,  “I  barely  have  time  to  keep  up  with  the 
changes  in  my  field  - let  alone  keep  myself  updated 
with  every  change  in  the  tax  laws.  That’s  why  Em 
making  that  your  job!”,  then  please  contact  us  today 
for  an  appointment  or  to  place  your  name  on  the 
seminar  mailing  list. 

H.  Thomas  Hollinger 
220  Continental  Drive,  Suite  315 
Newark,  DE  19713 
Phone:(302)731-1326 
Fax:  (302)  455-9089 

Securities  offered  through  registered  representatives  of  PML  Securities  Company, 
Christiana  Executive  Campus.  P.O.  Box  15626.  Wilmington,  DE  19850, 
a Registered  Broker-Dealer  (302)  453-3800. 
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Improving  Childhood  Immunizations 
in  a Family  Practice  Office 


James  M.  Gill  MD  MPH 
Judith  A.  Fisher  MD 


Abstract 

Purpose 

In  the  fall  of  1993,  the  Family  Medicine  Center 
(FMC)  of  the  Medical  Center  of  Delaware 
instituted  an  office-based  program  designed  to 
improve  preventive  care  for  children.  This  study 
examined  whether  the  “Pediatric  Prevention 
Program”  (PPP)  resulted  in  an  improvement  in 
childhood  immunization  rates  for  FMC  patients. 

Methods 

Using  chart  review,  we  compared  the  percentage 
of  two-year-old  FMC  patients  who  had  completed 
appropriate  immunizations  before  and  after  the 
PPP.  We  examined  completion  rates  for  the 
primary  series  of  each  immunization,  for  booster 
immunizations  and  for  the  combined  total 
immunization  series  (four  DPTs,  three  OPVs,  one 
MMR,  four  HIBs).  We  also  determined  whether 
immunization  rates  were  affected  by  patient 
demographics,  pattern  of  office  visits,  and 
physician  level  of  experience. 

Results 

After  implementation  of  the  program,  the 
percentage  of  2-year-old  children  who  had 
completed  the  appropriate  immunizations  in- 
creased for  all  types  of  immunizations.  The 
increase  was  greatest  for  HIBs  (6  percent  for  the 
primary  HIB  series  and  7 percent  increase  for  the 
HIB  booster)  and  for  the  combined  total  series  (10 

Drs.  Gill  and  Fisher  are  residency  program  faculty  of  the 
Department  of  Family  and  Community  Medicine,  The  Medical 
Center  of  Delaware,  Newark,  Delaware. 


percent  increase).  Children  who  made  few  office 
visits  were  the  least  likely  to  have  completed 
immunizations,  but  also  saw  the  greatest  benefit 
from  the  PPP. 

Conclusions 

This  study  shows  the  positive  impact  of  an  office- 
based  intervention  for  improving  childhood 
immunizations.  However,  the  improvements  are 
relatively  small  and  not  sufficient  to  achieve 

optimal  immunization  rates  throughout  the 
community.  In  order  to  achieve  these  goals, 

additional  interventions  are  needed  which  target 
high  risk  children,  especially  those  who  change 
physicians  or  who  visit  their  physician  infre- 
quently. Targeting  such  children  will  likely 
require  better  data  systems  to  track  immuniza- 
tions both  in  the  office  and  across  the  community. 
These  efforts  should  be  given  a high  priority  in 
Delaware. 

Introduction 

Despite  widespread  agreement  about  the 
importance  of  childhood  immunizations,  many 
children  are  not  fully  immunized.1-2  This  is  true 
even  for  children  who  have  a regular  physician?-6 
One  reason  for  inadequate  immunizations  is 
“missed  opportunities”  (i.e.,  situations  where  a 
child  is  in  the  office  but  needed  immunizations 

are  not  administered).  Missed  opportunities  can 
occur  when  physicians  fail  to  check  and  update 

immunizations  during  illness-related  visits.3-7 
They  can  also  occur  when  immunizations  are 
withheld  because  of  misunderstanding  about 
contraindications.3 
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In  order  to  decrease  missed  opportunities,  the 
Centers  for  Disease  Control  (CDC)  have 
published  standards  for  administering  childhood 
immunizations.  These  standards  include  recom- 
mendations to  routinely  check  and  update 
immunizations  at  all  visits,  to  administer  all 
needed  immunizations  at  once,  and  to  withhold 
immunizations  only  in  cases  of  serious  acute 
medical  illness.8  In  addition,  the  CDC  recom- 
mends that  all  physicians  offices  periodically 
audit  their  records  to  measure  the  adequacy  of 
immunizations  in  their  pediatric  patients,  and  to 
implement  tracking  systems  to  readily  identify 
needed  immunizations  in  all  children  that  they 
see.  Previous  studies  have  shown  that  using 
reminder  systems  can  help  to  improve  the  rates  of 
immunizations  and  other  preventive  services.9'12 

In  1993,  the  Family  Medicine  Center  (FMC)  of  the 
Medical  Center  of  Delaware  (MCD)  instituted  a 
program  that  corresponds  to  the  CDC  recommen- 
dations. The  “Pediatric  Prevention  Program” 
(PPP)  began  in  the  fall  of  1993,  and  was  developed 
and  headed  by  one  of  us  (JAF).  The  PPP 
incorporated  two  major  components:  education 

for  physicians  and  nurses,  and  changes  in  the 
protocol  used  by  the  office  for  tracking  childhood 
preventive  services.  The  educational  component 
included  lectures  and  workshops  as  well  as 
structured  supervision  and  feedback  from  the 
faculty  to  residents.  The  office  protocol  under- 
went three  major  changes  regarding  immuniza- 
tions. First,  the  immunization  tracking  sheet  was 
updated  to  include  newly  recommended  immuni- 
zations, as  well  as  dosage  schedules  and 
contraindications  for  each  immunization.  Sec- 
ond, standardized  stamps  for  pediatric  well  and 
sick  visits  were  developed  and  copied  onto  the 
progress  note  at  each  visit.  This  stamp  included  a 
place  to  record  needed  immunizations.  Third,  at 
each  visit  the  nurses  began  to  check  for  needed 
immunizations  and  would  notify  the  physician 
verbally  and  on  the  chart. 

The  purpose  of  this  study  was  to  detennine 
whether  the  FMC’s  Pediatric  Prevention 
Program  had  a positive  impact  on  immunizations 
for  2-year-old  children.  It  was  hypothesized  that 
the  PPP  would  improve  immunization  rates, 
mostly  because  of  a reduction  in  missed 
opportunities.  However,  it  is  recognized  that 


there  are  other  reasons  for  incomplete  immuniza- 
tions which  may  be  under  less  physician  control, 
such  as  inadequate  office  visits  or  poor  insurance 
coverage  for  immunizations.  Therefore,  this 
study  also  examined  the  impact  of  these  factors  on 
immunization  rates. 

Method 

Setting  and  Patients 

The  study  was  conducted  at  the  Family  Medicine 
Center  (FMC),  a large  group  practice  which 
functions  as  the  residency  teaching  site  for  the 
Department  of  Family  and  Community  Medicine 
of  MCD.  In  the  FMC  there  are  six  faculty  and  25 
resident  physicians,  all  of  whom  see  patients  on  a 
part-time  basis.  We  selected  all  FMC  patients 
who  were  “two  years  old”  (ages  19  to  35  months, 
according  to  the  CDC  definition)  either  before 
institution  of  the  PPP  (as  of  7/1/93)  or  after  the 
PPP  (as  of  1/1/95).  Patients  were  excluded  if  they 
had  not  been  seen  in  the  FMC  within  12  months. 

Data  Collection 

All  charts  were  reviewed  by  a medical  records 
abstractor  to  obtain  dates  of  immunizations, 
including  Diptheria/Pertussis/Tetanus  (DPT), 
Measles/Mumps/Rubella  (MMR)  and  Hemophil- 
us Influenza  Type  B (HIB).  Date  of  first  office  visit 
and  total  number  of  office  visits  were  obtained 
from  the  chart.  Data  on  patient  date  of  birth,  ZIP 
code  of  residence  and  insurance  were  collected 
from  office  administrative  databases.  ZIP  codes 
were  used  to  calculate  the  distance  the  patient 
lived  from  the  FMC. 

Data  Analysis 

In  the  primary  analysis  we  determined  the 
percentage  of  2-year-old  children  who  had  com- 
pleted the  appropriate  immunizations  before  and 
after  the  PPP.  We  detennined  completion  rates 
for  each  primary  series  (three  DPTs,  one  MMR, 
three  HIBs),  for  the  combination  of  all  primary 
immunizations  (combined  primary  series),  for  the 
booster  immunizations  (four  DPTs,  four  HIBs), 
and  for  all  immunizations  recommended  by  the 
CDC  (combined  total  series,  including  four  DPTs, 
three  polio  vaccines,  one  MMR  and  four  HIBs).* 
Since  all  eligible  patients  were  included  in  the 
study,  sample  statistics  were  not  relevant  and  are 
not  reported. 
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Next,  we  examined  whether  differences  among 
patients  and  physicians  had  an  impact  on 
immunization  rates.  This  analysis  was  done  only 
for  the  two  combined  immunization  series.  We 
determined  rates  of  completion  for  children  in 
different  categories  of  age  (19-23  months,  24-29 
months,  30-35  months),  insurance  (Medicaid, 
managed  care,  commercial  or  other),  distance 
lived  from  the  office  (<5  miles,  5-9  miles,  >9 
miles),  number  of  office  visits  (0-3,  4-11,  >11),  age 
at  first  visit  (0-3  months,  4-18  months,  >18 

months)  and  training  level  of  primary  physician 
(faculty  vs.  resident).  Then  for  children  in  each  of 
these  categories,  we  determined  whether 
immunization  rates  increased  from  before  to  after 
the  PPP. 

In  addition  to  the  primary  analysis  on  2-year-old 
children,  a secondary  analysis  was  performed 
using  younger  children.  Since  many  immuniza- 
tions are  administered  by  age  6 months,  it  could 
be  that  the  PPP  might  not  have  an  impact  on 
children  who  were  already  over  6 months  old  at 
the  time  the  program  was  initiated.  Therefore  we 

selected  a second  population  of  children  who  were 
7-17  months  old  as  of  1/1/95  (and  who  were 
therefore  2 months  or  younger  when  the  program 
was  initiated).  For  these  children,  we  measured 
the  percentage  who  had  3 DPTs  completed  and 

the  percentage  who  had  3 HIBs  completed.  We 

compared  these  completion  rates  to  rates  for 
children  who  were  7-17  months  old  before  the 
program. 

Results 

One  hundred  fifteen  2-year-old  children  were 
included  in  the  study  (48  children  before  the 


*While  oral  polio  vaccines  (OPVs)  are  part  of  the  CDC’s 
recommended  series,  data  on  OPVs  were  collected  only  for  the 
"after”  group  Therefore,  in  order  to  calculate  rates  of  the 
combined  total  series,  data  on  OPVs  were  estimated  for  both 
the  before  and  after  groups.  A post  hoc  analysis  on  the  "after” 
group  revealed  that  of  the  children  who  had  four  DPTs,  one 
MMR  and  four  HIBs,  98  percent  also  had  three  OPVs 
completed  Therefore  it  was  assumed  that  all  children  who  had 
completed  four  DPTs,  one  MMR  and  four  HIBs  had  also 
completed  three  OPVs. 


Characteristics  of  Study  Patients 
Before  and  After  Pediatric  Prevention  Program 

Before  After 

Program  Program 


# 

% 

# 

% 

Primary  Physician 

Faculty 

19 

40 

31 

46 

Resident 

29 

60 

36 

54 

Age 

19  mo-23  mo 

15 

31 

14 

21 

24  mo-29  mo 

16 

33 

30 

45 

30  mo-35  mo 

17 

35 

23 

34 

Insurance 

Medicaid 

25 

52 

26 

39 

Managed  Care 

12 

25 

27 

40 

Commercial 

9 

19 

10 

15 

[None 

2 

4 

4 

6 

Distance  lived  from 
FMC 

0-4  miles 

19 

40 

22 

33 

5-9  miles 

13 

27 

17 

26 

10+  miles 

16 

33 

27 

41 

# of  Office  Visits 

0-3  visits 

7 

15 

17 

25 

4-11  visits 

18 

38 

25 

37 

12  + visits 

23 

48 

25 

37 

Age  at  1st  Visit 

0-3  mo 

24 

50 

39 

58 

3-18  mo 

14 

29 

14 

21 

>18  mo 

10 

21 

14 

21 

TOTAL 

48 

100 

67 

100 

Table  1. 


program  and  67  after).  Table  1 shows  that  after 
the  PPP  there  were  more  managed  care  and 
fewer  Medicaid  patients,  and  patients  had  fewer 
office  visits  and  started  as  patients  earlier  in  life. 
Before  the  program,  completion  for  each  primary 
immunization  series  ranged  from  73  percent  (for 
one  MMR)  to  85  percent  (for  three  DPTs),  while 
69  percent  had  completed  the  combined  primary 
series.  Completion  of  the  booster  series  was 
somewhat  lower,  at  69  percent  for  the  fourth  DPT 
and  48  percent  for  the  fourth  H1B.  Forty-four 
percent  of  children  had  completed  the  combined 
total  series. 
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Impact  of  Pediatric  Prevention  Program 
on  Immunizations 


Percentage  of  2-Year-Old  Children  Who 
Completed  Immunizations 
Before  and  After  Program 
Before  Program  After  Program 


3 DPTs 

1 MMR 

3 HIBs 

Combined  Primary 
Series* 

4 DPTs 
4 HIBs 

Combines  Total 
Series** 


85 

90 

73 

76 

79 

85 

69 

72 

69 

73 

48 

55 

44 

54 

* 3 DPTs,  1 MMR,  3 HIBs 

**  4 DPTs,  3 OPVs,  1 MMR,  4 HIBs 


Table  2. 


After  the  PPP,  these  rates  improved  for  each  type 
of  immunization,  as  shown  in  Table  2.  The 
improvements  were  greatest  for  HIBs,  which 
increased  by  6 percent  for  the  primary  HIB  series 
and  7 percent  for  the  HIB  booster.  The  percentage 
of  children  who  had  completed  the  combined  total 
series  increased  by  10  percent  and  the  percentage 
who  completed  the  combined  primary  series 
increased  by  3 percent. 

Table  3 shows  the  impact  of  physician  and  patient 
variables  on  immunization  rates.  Completion 
rates  were  higher  for  children  with  commercial 
insurance,  children  who  had  made  more  office 
visits,  children  who  began  as  FMC  patients  at  a 
younger  age,  and  children  whose  primary 
physician  was  a faculty.  Table  4 shows  the  impact 
of  the  program  on  subgroups  of  children.  The 
greatest  improvement  was  seen  for  children  with 
few  office  visits.  Improvements  were  also 
somewhat  greater  for  managed  care  patients  and 
those  who  made  their  first  office  visit  later  in  life. 

Table  5 shows  the  results  of  the  secondary 
analysis.  For  children  ages  7-17  months,  the  PPP 
resulted  in  a 12  percent  increase  in  com-pletion  of 
the  primary  DPT  series  and  a 15  percent  increase 
in  completion  of  the  primary  HIB  series. 


Impact  of  Physician  & Patient 

Variables  on  Completion  of  Immunizations 

Percentage  of  2-Year-Old  Children 
Who  had  Immunizations  Completed 

Combined  Primary  Combined  Total 

Series* 

Series** 

Primary  Physician 

Faculty 

80 

68 

Resident 

63 

35 

Age 

19  mo-23  mo 

59 

38 

24  mo-29  mo 

76 

67 

30  mo-35  mo 

73 

38 

Insurance 

Medicaid 

67 

39 

Managed  Care 

62 

46 

Commercial 

95 

84 

None 

83 

50 

Distance  lived  from 
FMC 

0-4  miles 

61 

39 

5-9  miles 

73 

47 

10+  miles 

77 

61 

# of  Office  Visits 

0-3  visits 

46 

33 

4-11  visits 

70 

42 

12+  visits 

83 

65 

Age  at  1st  Visit 

0-3  mo 

76 

54 

3-18  mo 

64 

50 

> 1 8 mo 

63 

38 

* 3 DPTs,  1 MMR,  3 HIBs 

**  4 DPTs,  3 OPVs,  1 MMR,  4 HIBs 

Table  3. 


Discussion 

This  demonstrates  the  positive  impact  of  an 
office-based  program  designed  to  improve  the 
rates  of  childhood  immunizations.  After  imple- 
mentation of  a pediatric  prevention  program  in 
the  FMC,  immunization  rates  for  2-year-old 
patients  improved  for  each  type  of  immunization. 
The  increases  were  greatest  for  HIBs,  which 
makes  sense  since  the  HIB  recommendations  had 
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Impact  of  Pediatric  Prevention  Program 
on  Different  Patient  Subgroups 

Percentage  of  2-Year-Old  Children 
Who  had  Immunizations  Completed 

Combined  Primary 
Series* 

Combined  Total 
Series** 

Before  After 

Program  Program 

Before 

Program 

After 

Program 

Primary  Physician 

Faculty 

79 

81 

68 

68 

Resident 

62 

64 

28 

42 

Age 

19  mo-23  mo 

53 

64 

27 

50 

24  mo-29  mo 

88 

70 

75 

63 

30  mo-35  mo 

65 

78 

30 

44 

Insurance 

Medicaid 

68 

65 

32 

46 

Managed  Care 

42 

70 

33 

52 

Commercial 

100 

90 

89 

80 

None 

100 

75 

50 

50 

Distance  lived  from 
FMC 

0-4  miles 

58 

64 

32 

46 

5-9  miles 

69 

77 

46 

47 

10+  miles 

81 

74 

56 

63 

# of  Office  Visits 

0-3  visits 

14 

59 

0 

47 

4-1 1 visits 

72 

68 

39 

44 

12+  visits 

83 

84 

61 

68 

Age  at  1st  Visit 

0-3  mo 

79 

74 

50 

56 

3-18  mo 

64 

64 

50 

50 

>18  mo 

50 

71 

20 

50 

* 3 DPTs,  1 MMR,  3 HIBs 

**  4 DPTs,  3 OPVs,  1 MMR,  4 HIBs 

Table  4. 


recently  changed,  and  since  the  rates  for  HIB 
were  somewhat  lower  to  begin  with.  The 
percentage  of  children  who  had  completed  the 
combined  total  series  increased  by  10  percent. 

There  are  a number  of  reasons  why  the  PPP 
would  have  a positive  impact  on  immunizations. 
First,  the  standard  office  policy  changed  so  that 
immunizations  were  checked  and  updated  at 


Impact  of  Program  on  Younger  Children 

Percentage  of  7-1 7 Month  Old  Children  Who 
Completed  Immunizations  Before  and  After  Program 

Before  Program 

After  Program 

3 DPTs 

64 

76 

3 HIBs 

61 

76 

Table  5. 


every  visit,  rather  than  only  at  “well-child”  visits. 
This  policy  should  minimize  “missed  opportuni- 
ties,” especially  for  children  who  are  infrequent 
utilizers  or  who  only  come  to  the  office  when  they 
are  sick.  This  hypothesis  is  supported  by  the 
finding  that  the  improvements  in  immunizations 
were  much  greater  for  children  with  fewer  than 
four  visits.  Secondly,  nursing  staff  became  much 
more  involved,  by  checking  immunization 
records  and  notifying  the  physician  about  which 
immunizations  were  needed.  This  should 
minimize  the  problem  of  physicians  forgetting  to 
address  immunizations  or  not  having  the  data 
readily  available. 

While  the  improvements  in  immunizations  are 
encouraging,  they  are  not  as  great  as  one  might 
hope.  One  reason  could  be  that  the  study  was 
conducted  only  15  months  after  initiation  of  the 
program.  This  may  not  be  long  enough  to  see  a 
substantial  impact  on  2-year-old  children,  since 
many  of  these  children  would  have  passed  the  age 
for  primary  immunizations  by  the  time  the 
program  began.  This  is  in  fact  what  the  study 
found.  For  children  7-17  months,  completion 
rates  for  the  primary  DPT  and  HIB  series  (which 
should  be  completed  by  7 months  of  age) 
increased  by  12  percent  and  15  percent 
respectively.  These  higher  rates  of  improvement 
might  be  seen  for  2-year-old  children  if  they  were 
analyzed  two  to  three  years  after  initiation  of  the 
program.  Such  an  analysis  is  in  progress. 

Another  reason  why  this  program  might  not  have 
led  to  greater  improvements  is  that  the  program 
primarily  targets  physician  behavior.  This  study 
suggests  that  there  are  other  factors  which  may 
impact  on  immunizations.  For  example,  children 
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who  made  infrequent  visits  were  less  likely  to 
have  completed.  Even  though  immunization 
rates  improved  for  these  children,  these  rates 
were  still  low  after  the  program.  In  order  to 
further  improve  rates  for  these  children, 
programs  should  focus  on  encouraging  parents  to 
bring  their  children  in  for  visits.  One  way  to  do 
this  is  to  develop  a computerized  immunization 
database,  and  to  mail  reminders  to  parents  about 
overdue  immunizations.  Parents  who  fail  to 
respond  to  such  reminders  can  be  called  or  might 
even  have  home  nursing  visits. 

This  study  also  found  lower  immunization  rates 
for  children  who  began  as  office  patients  later  in 
life.  These  children  who  change  physicians  often 
do  not  have  records  of  their  prior  immunizations. 
In  these  cases  the  physician  may  be  reluctant  to 
administer  immunizations  until  the  full  immuni- 
zation history  is  known.  Although  the  nurses  can 
call  the  Delaware  Immunization  Hotline  to 
receive  some  infonnation,  this  does  not  help  for 
children  who  received  immunizations  outside  of 
Delaware  or  whose  physicians  did  not  enter  the 
immunization  information  into  the  database.  The 
best  way  to  address  this  problem  is  to  develop  a 
mandatory  universal  immunization  database. 
Such  databases  are  used  in  other  states,  and  have 
been  found  to  substantially  improve  immuniza- 
tion rates.13 

There  are  other  mechanisms  that  may  help  to 
further  improve  immunization  rates.  For 
example,  office  protocols  can  be  set  up  so  that 
nurses  do  not  simply  remind  physicians  about 
needed  immunizations,  but  also  automatically 
administer  these  immunizations.  Finally,  com- 
puterized reminder  systems  can  be  developed  so 
that  manual  review  of  the  chart  is  not  necessary 
to  identify  needed  immunizations. 

There  are  several  possible  limitations  that  should 
be  considered  when  interpreting  this  study.  First, 
since  the  study  was  conducted  at  a family  practice 
residency  site,  the  results  might  not  apply  for 
patients  in  other  practice  settings  or  patients 
with  no  primary  care  physician.  Also,  we  cannot 
be  certain  whether  the  increases  in  immuniza- 
tions rates  were  attributable  to  the  PPP,  or 
whether  they  would  have  occurred  even  in  the 


absence  of  the  PPP.  The  increases  could  be  due  to 
other  reasons,  such  as  improved  parental 
motivation  to  get  their  children  immunized. 
However,  these  other  reasons  are  unlikely  since 
there  was  no  program  that  focused  on  parental 
motivation  and  since  the  average  number  of  office 
visits  actually  decreased  over  time. 

Improving  childhood  immunizations  is  a goal  that 
is  universally  espoused.  In  order  to  reach  the 
CDC’s  immunization  goals,  it  is  likely  that  better 
data  systems  will  need  to  be  implemented. 
Computer  systems  will  allow  universal  tracking 
of  childhood  immunizations,  and  can  readily 
generate  reminders  to  physicians  and  parents. 
Providing  such  reminders  might  also  allow 
parents  to  obtain  immunizations  at  alternative 
sites,  such  as  community  centers,  hospital 
emergency  departments,  or  even  via  home 
nursing  visits.  Until  such  systems  are  imple- 
mented, it  is  important  to  utilize  other 
mechanisms.  This  study  shows  that  a program 
which  addresses  physical  education  and  im- 
proves office  protocols  can  have  a positive  impact 
on  childhood  immunization  rates.  This  program 

is  likely  to  be  feasible  and  practical  for  most 
primary  care  office  settings,  and  can  be  used  in 
settings  where  computerized  systems  are 
pending  or  are  not  feasible. 
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EDITORIAL 


Health  Care  Information  and  Class  in  America 


James  F.  Lally  MD 


In  a recent  Time  magazine  supplement,  “The 
Frontiers  of  Medicine,”  former  U.S.  Surgeon 
General  C.  Everett  Koop  penned  a thoughtful 
essay  about  managed  care  and  its  future  role  in 
the  American  health-care  system.  Koop  believes 
that  patient  education  will  help  solve  many  of  the 
inevitable  health-care  problems  this  country 
faces.  His  recent  appointment  as  medical  director 
of  Time  Life  Medical  confirms  his  commitment  to 
health  and  wellness  education.  He  argues  that 
the  economics  of  a health-care  system  controlled 
by  managed  care  organizations  will  mean  that 
physicians  will  be  forced  to  spend  less  time  with 
their  patients.  Many,  unfortunately,  would  agree 
with  this  thesis.  He  expands  on  his  theme  by 
emphasizing  that  those  who  will  benefit  most 
from  these  abbreviated  patient-physician  en- 
counters are  those  who  are  most  informed  about 
health-care  issues. 

Koop  believes  that  it  is  the  by-products  of  the 
information  age  and  its  technology  such  as 
computers,  instructional  videos  and  CD-ROMs  as 
well  as  the  superstar  of  the  information  highway, 
the  Internet,  that  will  “empower  patients”  and  let 
them  work  with  their  physicians  (or  really  HMO) 
“in  taking  charge  of  their  own  health.”  There  is,  I 
believe,  one  major  flaw  with  his  premise:  he’s 
addressing  the  wrong  audience.  His  audience 
may  be  the  middle  class  but  those  who  are  most  in 
need  of  health-care  information  are  the  lower- 
middle  class  and  the  lower  class. 

As  Paul  Fussell  notes  in  his  book,  Class , any 
discussion  of  social  classes  in  America  is  viewed  as 


a “touchy  subject.”  Next  to  its  social  sibling,  race, 
it  is  the  thorniest  of  issues  to  discuss  and  debate 
without  charges  of  bias  or  insensitivity.  Yet,  class 
is  the  vast  abyss  that  divides  the  delivery  of 
health  care  and  makes  health-care  reform  so 
politically  sensitive.  Since  managed  care  targets 
its  products  to  the  middle  class,  its  agenda  may 
further  distance  the  lower  classes  from  basic 
health  care. 

The  primary  tool  of  the  information  age,  the 
computer,  is  a great  class  divider.  Since  most  of 
the  30  percent  of  American  families  that  own 
computers  are  in  the  middle  class  and  above,  it’s 
almost  axiomatic  that  owning  a computer  is 
directly  related  to  a person’s  yearly  income  and 
personal  wealth.  It  follows,  then,  that  if  you  don’t 
have  health  insurance  you  are  less  likely  to  own  a 
computer.  Keep  in  mind  also  that  millions  in  the 
lower  class  do  not  read  or  are  linguistically 
challenged,  and  this  is  not  just  recent 
immigrants. 

Even  Newt  Gingrich  realized  the  close  link 
between  an  informed  citizenry  and  the  informa- 
tion age  when  he  proposed  the  populist  idea  that 
every  American  should  have  access  to  a 
computer.  But  access  does  not  equate  with  use. 
Gingrich’s  harebrained  scheme  had  some  truth  to 
it;  information  technology  has  to  reach  the  lower 
rungs  of  society  if  the  division  between  the  classes 
is  to  be  closed. 

It  has  been  said  that  the  Internet  and  its  cousin 
cyberspace  bring  classes  and  people  together  — 
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an  instant  democracy.  All  may  speak  to  or  listen 
in  on  this  electronic  global  village.  True,  but  only 
for  those  that  own  computers  or  have  more 
immediate  access  to  one.  The  late  Secretary  of 
Commerce  Ron  Brown  realized  this  when  he  said, 
“How  do  you  create  an  environment  so  that  once 
we’ve  built  this  information  infrastructure,  you 
do  not  create  a society  of  haves  and  have-nots?” 

Besides  being  unable  to  pay  the  toll  to  get  on  the 
information  highway,  many  in  the  lower  classes 
do  not  know  where  the  access  ramps  are;  they  do 
not  have  the  tools  to  use  the  technology.  Recall 
how  difficult  it  used  to  be  to  install  some  computer 
software  programs.  Moreover,  you  need  the 
Rosetta  stone  to  read  some  of  the  software 


manuals.  Mentioning  terms  such  as  Internet  or 
web  site  to  computer  have-nots  will  likely  elicit 
mute  responses.  One  congressman  has  called  this 
potential  electronic  disenfranchisement,  “infor- 
mation apartheid.” 

In  the  near  future,  health  care  will  continue  to  be 
divided  by  race  and  class  as  will  the  fruits  and 
benefits  of  the  information  age.  And  so,  while  I 
agree  with  many  of  Dr.  Koop’s  views  about 
managed  care,  in  addition  to  expanding  his 
thoughts  about  the  relationship  between  man- 
aged care  and  information  technology,  he  could 
have  broadened  his  social  horizons.  The  topic  he 
addressed  is  worthy  of  a monograph  or  a small 
book. 


Introducing  ChartMaker 

Finally,  there’s  a system  to  make  you  more 
productive.  ChartMaker  can  help  you  create 
better  patient  documentation  that’s  easier, 
legible,  and  more  comprehensive. 

ChartMaker  produces  chart  notes,  prescriptions 
medical  laboratory  orders,  and  all  required  cor- 
respondence and  letters.  For  more  information 
on  ChartMaker  contact: 


STI  Computer  Services 
1 150  First  Avenue,  Suite  620 
King  of  Prussia,  PA  19406 
Telephone  610-768-9030 
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Acen  <♦ 


Problem/Diaqriosis  List 

hypertension  05/0 1/1 989 
PUD  12/18/1984 

6ERD  03/20/1 98S 

Medication  List 
aspirin  -325mg  08/03/1995 

Lopressor  25mg  08/03/1995 
nitroglycerin  08/03/1995 
Prinrvil  20mg  08/03/1995 
Test  List 
Chest  X-ray  08/03/1995 
HDL  Cholesterol  08/03/5  995  I 
LDL  Cholesterol  08/03/1995 
T3T  00/03/1995 

Miscellaneous  Notes 
12  ppd  smoker  00/03/1995 
Allergy  List 

NKDA  08/03/1995 
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December  Journal  Med-Net  Article: 
Unintended  Consequences 


As  some  of  you  are  aware,  the  Med-Net  of 
Delaware  article  that  appeared  in  the 
December  1996  edition  of  the  Delaware 
Medical  Journal  under  the  category  “The 
Business  Side  of  Medicine”  distressed  some 
members  of  the  Society.  To  any  members  of  the 
Society  who  were  offended  or  aggrieved  by  this 
article,  we  offer  our  sincere  apology.  Our 
intention  was  not  to  criticize  or  offend,  but 
rather  to  inform.  To  the  extent  that  we  missed 
our  mark,  we  are  truly  sorry. 

We  further  understand  that  some  of  the  things 
stated  in  the  article  may  have  been  interpreted 
in  a manner  contrary  to  our  intention.  We  wish 
to  offer  some  clarification  in  hope  of  avoiding 
further  confusion.  Med-Net  of  Delaware  was 
formed  by  the  Medical  Society  as  a service  tool 
for  Delaware  physicians.  The  article  was 
written  in  response  to  physician  inquiries 


concerning  the  cost  of  forming  a physician 
organization.  The  article’s  intent  was  to  give 
factual  information  based  on  experience  and  to 
provide  some  generic  questions  for  physicians 
to  ask  of  any  formative  effort  in  this  state, 
including  Med-Net’s  own.  Med-Net  of  Dela- 
ware is  committed  to  seek  collaborative 
relationships  with  each  major  component  of  the 
health  care  delivery  system  in  the  state  of 
Delaware.  It  is  equally  committed  to  analyze 
these  relationships  from  the  viewpoint  of  the 
physician.  We  trust  that  this  communication 
will  help  to  clarify  any  misunderstandings 
resulting  from  the  publication  of  this  article. 

Anthony  L.  Cucuzzella  MD 
Chairman,  Board  of  Directors 
Medical  Network  Management  Services  of 
Delaware,  Inc. 
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OBITUARY 


William  0.  LaMotte,  Jr.  MD 


Davis  G.  Durham  MD 


Dr.  William  O.  LaMotte,  Jr.,  81,  of  Wilmington, 
Delaware,  died  August  20,  1995. 

He  was  born  in  Wilmington,  attended  Friends 
School  and  was  graduated  from  Tower  Hill  School 
in  1931.  He  also  attended  Phillips  Exeter 

Academy,  Exeter,  NH.  He  received  a bachelor’s 
degree  from  Yale  University  in  1936.  He  was 
graduated  from  the  University  of  Pennsylvania 
Medical  School  in  1940,  interned  at  Geisinger 
Memorial  Hospital  in  Danville,  Penn.,  and 
attended  graduate  school  at  the  University  of 
Pennsylvania  following  this  in  the  field  of 
ophthalmology  from  1941  to  1945. 

His  father.  Dr.  William  O.  LaMotte,  Sr.,  was  a 
well-known  and  early  ophthalmologist  in 
Wilmington.  Following  his  fellowship  in  ophthal- 
mology, Bill,  Jr.,  joined  his  father  in  practice  at 
the  Medical  Arts  Building  in  Wilmington,  Del. 

In  1956,  he  and  I became  partners  in  the  practice 
of  ophthalmology,  known  as  Ophthalmology 
Associates.  Together,  we  built  the  professional 
building  on  Augustine  Cut-Off.  In  April  of  1971, 
he  suffered  a heart  attack,  which  changed  his 
direction  of  practice  and  extracurricular  activi- 
ties. In  1973,  he  moved  to  Chester-town,  where  he 
continued  to  practice  ophthalmology  on  a reduced 
schedule,  serving  on  the  medical  staff  of  the  Kent 
& Queen  Anne’s  Hospital  until  he  retired  in  1986. 

In  1991,  he  returned  to  the  Unionville  area  and 
lived  there  until  his  death. 


He  was  a member  of  the  Wilmington  Club,  the 
Wilmington  Country  Club  and  Rotary  Club  of 
Wilmington.  His  outside  interests  included 
tennis,  boating,  fishing  and  hunting. 

He  is  survived  by  his  wife  of  55  years,  Mary 

Elizabeth,  as  well  as  a daughter,  the  Rev.  Pamela 
LaMotte  Foster  of  Pittsburgh,  Penn.;  three  sons, 

William  O.  Ill  of  Wilmington,  who  is  in  the 
practice  of  law;  Alfred  K.  of  Tacoma,  Wash.,;  and 
David  H.  of  Princeton,  NJ,  who  is  in  the  field  of 
education. 

Of  interest  to  the  members  of  the  Medical  Society 
of  Delaware,  it  would  be  well  to  remember  that  in 
1960  Dr.  LaMotte  became  active  in  the  debate 
concerning  the  role  of  the  federal  and  local 

governments  in  the  health  care  field.  He  believed 

strongly  that  those  in  need  at  any  age  should 
receive  the  medical  care  they  need.  He  was  the 
key  person  in  the  development  of  Delaware’s 
Medicaid  program,  then  run  by  the  Department 
of  Welfare  and  its  Medical  Advisory  Committee, 
of  which  he  was  chairman  for  seven  years. 

He  was  an  active  participant  in  the  fight  against 
enactment  of  federal  legislation  to  finance  and 
provide  health  care  solely  on  the  basis  of  reaching 
65  years  and  regardless  of  the  financial  ability  of 
the  individuals. 

He  served  for  10  years  on  the  council  of 
Legislation  of  the  American  Medical  Association 
and  was  its  chairman  from  1970  to  1972.  As 
chairman,  he  was  the  principal  spokesman  for  the 
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position  of  the  AMA  in  the  national  debate  that 
preceded  adoption  of  Medicare.  During  this 
period,  he  also  served  on  the  board  of  the  then 
Community  Services  Council  and  on  the 
executive  committee  of  the  then  United  Fund  of 
Northern  Delaware. 

Dr.  LaMotte  was  chairman  of  the  governor’s 
Comprehensive  Health  Planning  Committee  and 
for  many  years  was  chairman  of  the  Committee 
on  Public  Laws  of  the  Medical  Society  of 
Delaware.  In  1970  he  received  the  Society’s 
highest  honor,  the  Distinguished  Service  Award 
and,  at  the  same  meeting,  was  elected  president 
of  the  Society,  to  take  office  in  the  fall  of  1971. 

Unfortunately,  in  1971,  after  receiving  the  above 
award,  he  was  elected  president  of  our  Society, 
but  the  heart  attack  prevented  him  from  filling 
this  position.  It  should  also  be  pointed  out  that  he 
was  very  active  in  examining  and  attempting  to 
develop  a preventive  treatment  for  retrolental 


fibroplasia,  which  later  was  called  retinopathy  of 
prematurity.  He  published  the  first  description  of 
this  condition  from  birth  to  ultimate  blindness. 
Subsequently,  the  cause  of  this  condition  was 
found  to  be  the  excess  oxygen  administered  to 
premature  babies. 

During  his  active  years,  he  was  also  instructor  in 
ophthalmology  at  the  School  of  Medicine, 
University  of  Pennsylvania,  and  published 
papers  on  the  effect  of  O.R.  gases  on  the  eye, 
giving  a definitive  work  of  the  eye  pathology  of 
exposure  to  nitrogen  mustards.  He  also  served  as 
director  of  the  Department  of  Ophthalmology  of 
the  Delaware  Hospital  until  the  merger  into  the 
Wilmington  Medical  Center  in  1966. 

Bill,  as  he  was  affectionately  known,  was  the 
second  well-trained  ophthalmologist  to  practice 
in  Wilmington.  Norman  L.  Cutler  MD  being  the 
first.  Bill  was  a great  asset  to  the  community,  to 
the  medical  profession  and  to  ophthalmology. 


^Merest one 


Gracious  french  Country  'Home 

By  'Wilkinson  Builders 


This  gorgeous  custom-built  home  has  much  to 
offer:  gourmet  custom  kitchen  with  granite 
countertops  and  butler’s  pantry;  a lst-floor 
library  with  custom  bookcases;  finished  walk- 
out lower  level  with  full  bath,  dog  shower  and 
built-in  custom  bar  overlooking  beautiful 
in-ground  pool.  $835,000. 

Call 

Barbara  Heilman 
239-3670 


0 

itterson 

hwartz 


AMERICAN 

HOMEPATIENT 


We've  ChANQEd  Our  Name 

Happy  Harry's  Health  Care,  Inc.,  was  recently  acquired  by 
American  HomePatient 

A national  provider  of  home  care  products  & services.  As 
a valued  client  rest  assured  you  & your  family  will  continue 
to  receive  your  home  care  products  & services  from  the  same 
fine  people  of  the  former  Happy  Harry's  Health  Care  who  have 
always  been  there  for  you  in  the  past 

TLe  PersonaI  CARiNq  Service  Promise 
We  promise  to  serve  our  customers  with  personal 
caring  service.  We  do  this  by  treating  them  with  dignity 
& respect  just  like  members  of  our  own  family,  giving 
each  of  them  the  individual  attention  they  deserve. 

Joint  Commission 

On  Accreditation  of  Healthcare  Organizations 
Convenient  Locations 

Wilmington,  DE  Newark,  DE  West  Chester,  PA  Dover.  PA 

16-A  Trolley  Sq.  311  Ruthar  Dr.  1128  Greenhill  Rd.  Olde  Oak  Center 
302-654-8181  302-454-4941  610-918-7440  302-768-0504 

Administration  302-454-3390  FAX  302-454-1969 
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CME  OPPORTUNITIES 


Please  call  the  American  Association  of  Gynecologic  Laparoscopists  at  (800)  554-2245  to 
request  additional  information  as  it  becomes  available. 


Advanced  Operative  Laparoscopy,  Including  Hands-On  Labs 
and  Live  Telesurgery 

Ronald  L.  Levine  MD,  Scientific  Program  Chair 
February  7-8,  1997;  Cincinnati,  OH 

Supported  by  an  unrestricted  educational  grant  from  Ethicon 
Endo-Surgery 


Current  Issues  in  Gynecologic  Endoscopy 

Mark  W Surrey  MD,  Scientific  Program  Chair 

February  20-23,  1997;  The  Resort  at  Squaw  Creek  Squaw 

Valley,  CA 


Sixth  Annual  Comprehensive  Workshop  on  Gynecologic 
Endoscopy  for  Residents, 

Fellows  and  O.R.  Personnel 

Brian  M.  Cohen  MB  ChB  MD,  Scientific  Program  Chair 
Rafael  F.  Valle  MD,  Co-Chair 

March  7-9,  1997;  The  Ambassador  West  Hotel,  Chicago,  IL 


Microendoscopic  Surgery,  Including  Hands-On  Labs  and 
LiveTelesurgery 

Mark  W Surrey  MD,  Scientific  Program  Chair 
March  14-15,  1997;  Cincinnati,  OH 

Supported  by  an  unrestricted  educational  grant  from  Ethicon 
Endo-Surgery 


Third  International  Symposium  and  Hands-On  Workshop  on 
Office  Microendoscopy  and 
Endoscopic  Microsurgery  in  Gynecology 

Anthony  A.  Luciano  MD,  Scientific  Program  Chair 
Mark  W.  Surrey  MD,  and  Charles  H.  Koh  MD,  Co-Chairs 
May  23-24,  1997;  Vancouver,  B.C.,  Canada 


Fourth  World  Symposium  on  Laparoscopic  Hysterectomy 

Harry  Reich  MD,  Scientific  Program  Chair 
April  3-6,  1997;  location  to  be  determined 


Del  Med  Jrl , January  1997,  Vol  69  No  1 


27 


TAM  Consulting  Associates,  Inc. 

Information  Management  Services 

OUR  MISSION: 


TO  HELP  YOU  WORK  SMARTER 
NOT  HARDER 


DOES  THE  THOUGHT  OF  SELECTING 
NEW  TECHNOLOGY  FOR  YOUR  PRACTICE 
SEND  CHILLS  DOWN  YOUR  SPINE??? 


ARE  YOU  SURE  YOUR  CURRENT 
AUTOMATION  VENDOR  IS 
GIVING  YOU  THE  BEST  DEAL??? 


WE  CAN  HELP  !!! 


Our  services  include: 

• Development  of  a Strategic  Information  Systems  Plan  that  will  help  identify  and  meet 

your  practice’s  future  automation  objectives  and  directions. 

• Assessment  of  the  offices  current  operational  environment. 

• Evaluation  and  selection  of  technology  solutions  and  cost  effective  improvements. 

• Review  and  negotiation  of  hardware  and  software  system  acquisitions  and  support  contracts. 

• Provide  technology  and  data  management  on  an  outsourced  basis. 


Give  us  a call  today  !!! 
(302)425-5560 


TAM  Consulting  Associates,  Inc. 

1701  Augustine  Cut-Off,  Suite  14  ♦ Wilmington,  DE  19803 
Thomas  A.  Mieszala  - President 


SPECIAL  ANNOUNCEMENTS 


Rep.  Jane  Maroney  Receives  National 
Public  Health  Award 

At  a ceremony  in  Washington,  DC,  on  Wednesday, 
November  20,  the  American  Medical  Association 
honored  Delaware  State  Representative  Jane  Maroney 
as  one  of  nine  recipients  of  the  prestigious  Nathan 
Davis  Award.  The  award  is  presented  for  outstanding 
contributions  to  promote  the  art  and  science  of 
medicine  and  the  betterment  of  public  health,  among 
elected  and  career  public  servants  in  national,  state 
and  local  governments.  Rep.  Maroney  was  nominated 
for  this  award  by  Terry  R.  Spence,  speaker  of  the 
Delaware  House  of  Representatives. 

Rep.  Maroney  of  Talleyville  is  an  18-year  veteran  of 
the  Delaware  State  House  of  Representatives.  She  is  a 
member  of  the  Legislative  Joint  Finance  Committee 
and  chairs  the  House  Health  and  Human  Development 
Committee  and  the  Delaware  Family  Law  Commis- 
sion. Rep.  Maroney  serves  on  the  Delaware  Health 
Care  Commission  as  a member  of  its  Cost 
Containment  Committee. 

Rep.  Maroney  has  taken  a leadership  role  in  public 
health  and  safety  issues  on  a national  level  as  well  as 
in  Delaware.  Her  recognition  of  the  need  to  strengthen 
Delaware  families  has  led  her  to  focus  on  infant 
mortality,  AIDS  prevention  and  education,  unin- 
tended pregnancy,  and  suicide  prevention  — all  very 
important  public  health  issues. 

Other  1996  Award  recipients  included  U.S.  Senator 
Connie  Mack;  Congressman  John  Porter;  Georgia  Lt. 


Governor  Pierre  Howard;  Centers  for  Disease  Control 
and  Prevention  Director  Dr.  David  Satcher;  Air  Force 
Surgeon  General  Lt.  General  E.  Ratcliffe  Anderson, 
Jr.;  Florida  State  Senator  Dr.  William  G.  Meyers; 
Texas  Health  Commissioner  Dr.  David  R.  Smith;  and 
former  New  Orleans  Department  of  Health  Director 
Dr.  F.  Brobson  Lutz,  Jr. 

Jefferson  Welcomes  New  Addition  to 
Pediatric  Staff 

Elias  Schwartz  MD  has  been  appointed  director  of 
medical  research  in  the  department  of  pediatrics  at 
Thomas  Jefferson  University  Hospital  and  the  duPont 
Hospital  for  Children  in  Wilmington,  Delaware,  a 
close  affiliate  of  Jefferson. 

Dr.  Schwartz  brings  to  this  position  years  of 
experience  in  pediatric  hematology  and  is  an 
international  expert  on  the  management  of  sickle  cell 
disease,  thalassemia,  iron  overload  and  other  blood 
disorders  in  children.  He  comes  to  Jefferson  and 
duPont  from  The  Children’s  Hospital  of  Philadelphia, 
where  he  served  as  physician-in-chief  and  chairman  of 
the  department  of  pediatrics. 

Dr.  Schwartz  received  his  medical  degree  from 
Columbia  University  College  of  Physicians  and 
Surgeons  in  1960.  He  completed  an  internship  at 
Montefiore  Hospital  in  New  York  City,  a pediatric 
residency  at  St.  Christopher’s  Hospital  for  Children  in 
Philadelphia  and  a hematology  fellowship  at  the 
Children’s  Hospital  Medical  Center  in  Boston. 
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Of  An  Operation 
That'll  Make 
You  Feel  Better 


As  an  Air  Force  Reserve  physician, 
you'll  experience  all  the  rewards  of 
providing  care.  And  then  some. 

Because  as  part  of  our  nation's  vital 
defense  team,  you'll  help  protect 
the  strength  and  pride  of  America. 

In  the  Air  Force  Reserve,  you'll  feel 
the  excitement  a change  of  pace 
brings  as  you  gain  the  prestige  of 
military  rank  and  the  privilege  of 
working  with  some  of  the  world's 
best  medical  professionals.  And, 
you  can  update  your  knowledge 
through  the  Air  Force  Reserve's 
wide  selection  of  continuing  edu- 
cational opportunities. 

With  our  new,  flexible  schedule 
programs,  it's  never  been  easier  to 
give  something  back  to  your 
country. 

The  Air  Force  Reserve.  It's  a great 
way  to  serve. 


Call:  (800)282-1390 

Or  write  To: 

MSGT  KIM  MATHEW 
AFRRCS/RSHS 
3720  Fetchet  Ave,  Ste  16 
Andrews  AFB,  MI)  20331-5157 


A GREAT  WAY  TO  SERVE 


SPECIAL  REPORT 


Infectious  Waste  Generator  Annual  Reports 


Margaret  L.  Murphy 


Generators  of  infectious  waste  in  Delaware  are  required  to  submit  an  annual  report  (see  Figure  1)  of  the 
quantity  generated  and  proof  of  satisfactory  disposal.  The  majority  of  these  generators  are  small  health 
care  professional  offices.  The  department,  in  an  effort  to  save  staff  time  and  mailing  costs,  does  not  send 
a reminder  memo  to  each  of  the  approximately  1,100  generators  of  infectious  waste  in  the  state,  but 
relies  instead  on  voluntary  submission  of  the  form  from  each  office.  The  department  will  send  a 
reminder  memo  only  to  those  who  forget  that  this  report  is  due.  For  the  last  two  years,  approximately 
800  generators  have  forgotten  to  file  this  report.  We  recognize  that  it  is  difficult  to  remember  to  file  a 
report  which  is  due  once  per  year,  especially  when  there  has  been  turnover  in  office  staff. 

The  following  information  should  answer  most  questions  about  Delaware’s  infectious  waste 
regulations.  If  you  have  any  questions  or  need  a copy  of  the  “Infectious  Waste  Generator  Annual 
Report,”  call  the  author  at  (302)  739-3820. 


Questions  and  Answers  About 
Management  of  Infectious  Waste  in  the  State  of  Delaware 


What  is  infectious  waste? 

Infectious  waste  means  those  solid  wastes  which 
may  cause  human  disease  and  may  reasonably  be 
suspected  of  harboring  human  pathogenic 
organisms,  or  may  pose  a substantial  present  or 
potential  hazard  to  human  health  or  the 
environment  when  improperly  treated,  stored, 
transported,  disposed  of  or  otherwise  managed. 

As  a general  rule,  infectious  waste  includes: 
sharps,  human  tissues  and  fluids,  materials 
which  come  in  contact  with  human  tissues  or 
fluids,  cultures  and  stocks  of  pathogenic 


organisms,  discarded/outdated  serums  and 
vaccines,  and  animal  tissue  and  other  animal 
waste  known  or  suspected  to  be  infected  with  a 
human  pathogen.  Some  wastes  are  specifically 
excluded  from  the  above  definition,  such  as  soiled 
diapers  and  feminine  hygiene  items  produced  by 
a person  not  known  to  have  an  infectious  disease. 

For  a complete  list  of  waste  types  which  are 
included  (or  excluded),  refer  to  Delaware’s 
Regulations  Governing  Solid  Waste , or  contact 
Indra  P.  Batra  of  the  Solid  Waste  Management 
Branch  at  (302)  739-3820  with  specific  questions. 


Ms.  Murphy  is  a staff  member  of  the  state’s  Department  of  Natural  Resources  & Environmental  Control, 
Division  of  Air  & Waste  Management,  in  Dover,  Delaware 
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Is  infectious  waste  a solid  waste?  I thought  it 
was  hazardous. 

Infectious  waste  and  hazardous  waste  are 
different  and  require  different  management  and 
disposal  practices.  In  Delaware,  infectious  waste 
is  managed  as  a “special  solid  waste,”  which 
means  that  it  requires  “extraordinary  manage- 
ment” practices.  Infectious  waste  has  the 

potential  to  cause  human  disease  or  cause  harm 
to  the  environment. 

Who  is  responsible  for  managing  infectious 
waste  in  Delaware? 

Everyone  who  generates,  transports,  or  disposes 
infectious  waste  is  responsible  for  its  safe 
disposal.  The  Solid  Waste  Management  Branch  of 
the  Department  of  Natural  Resources  and 
Environmental  Control  has  been  delegated 
authority  to  regulate  the  management  of 
infectious  waste.  The  regulations  governing 
infectious  waste  management  can  be  found  in 
Delaware’s  Regulations  Governing  Solid  Waste , 
Sections  4.F  and  1 1 . 

Thus  far,  the  U.S.  EPA  has  not  finalized  federal 
regulations  or  guidelines  for  the  management  of 
infectious  waste.  State  policies  are  not  consistent 
— some  have  very  stringent  regulations  and  some 
do  not.  Different  states  are  using  different  names 
for  this  type  of  waste.  Neighboring  states  refer  to 
similar  waste  as  “Regulated  Medical  Waste,” 
“Special  Medical  Waste”  or  “Infectious  and 
Chemotherapeutic  Waste.” 

What  are  the  requirements  for  a generator  of 
infectious  waste? 

A generator  is  a human  or  veterinary  health  care 
facility  with  three  or  more  professionals,  or  which 
generates  50  pounds  or  more  per  month  of 
infectious  waste.  Generators  of  infectious  waste 
may  not  treat  or  dispose  infectious  waste  unless  a 
permit  to  treat  and  dispose  the  infectious  waste 
has  first  been  obtained  from  the  department.  (An 
example  of  a facility  with  such  permit  is  the 
infectious  waste  incinerator  operated  by  Kent 
General  Hospital  for  infectious  waste  generated 
at  KGH  facilities.)  At  this  time,  there  is  no 


commercial  facility  for  treatment  or  disposal  of 
infectious  waste;  therefore,  most  generators  of 
infectious  waste  secure  the  services  of  a 
(permitted)  infectious  waste  transporter,  which 
transports  the  waste  to  a (permitted)  facility  out- 
of-state. 

Every  generator  of  infectious  waste  is  required  to; 

1 . Secure  a means  of  proper  disposal. 

2.  Maintain  records  for  three  years  of 
proper  disposal. 

3 . Send  an  annual  report  to  the  Department 
summarizing  waste  generated  and 
disposed. 

I have  a small  medical  practice.  Can  I autoclave 
or  sterilize  the  waste  from  my  office,  and  then 
throw  this  autoclaved  waste  out  with  the 
ordinary  office  trash? 

A “small  quantity  infectious  waste  generator” 
produces  less  than  50  pounds  per  month  of 
infectious  waste.  A small  quantity  generator  is 
required  to: 

1 . Secure  a means  of  proper  disposal. 

2.  Maintain  records  for  three  years  of 
proper  disposal. 

3.  Send  an  annual  report  to  the  Department 
summarizing  waste  disposition. 

Yes,  you  can  treat  and  dispose  your  own  office’s 
waste  with  certain  conditions.  You  must  keep 
records  of:  the  amount  of  waste,  method  of 
treatment,  the  date  treated  and  the  person 
treating  the  waste.  You  must  ensure  that  the 
infectious  waste  is  noninfectious  and 
nonrecognizable  before  placing  the  waste  with 
your  office  trash  (to  a sanitary  landfill).  You  must 
file  an  annual  report  with  the  Department. 

To  make  sharps  noninfectious,  the  department 
recommends  that  sharps  be  stored  in  a disposable 
plastic  jug  filled  with  a germicidal  agent,  such  as 
bleach.  To  make  them  nonrecog-nizable,  pour  off 
the  germicidal  agent  and  fill  the  jug  with  cement 
or  other  permanent  encasing  material.  All 
external  labeling  on  the  jug  must  be  obliterated. 

Other  types  of  infectious  waste  typically 
generated  in  a small  medical  office  (for  example. 
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bloody  gauze)  can  be  autoclaved  and  disposed  in  a 
dark-colored,  tightly  closed  bag  or  container. 

I have  hired  a company  to  pick  up  the  waste  from 
my  office.  Why  can’t  they  file  the  reports  to  the 
department? 

Transporters  also  have  annual  reporting 
requirements.  The  separate  reports  required  of 
generators,  transporters  and  disposal  facilities 
provide  a “check-and-balance”  system  to  ensure 
that  the  infectious  waste  is  managed  with 
maximum  protection  to  the  public  health. 


How  much  infectious  waste  is  generated  in 
Delaware  and  where  does  it  go? 


1993 

1994 

1995 

Self-treated,  sharps-by-mail 

154.5 

110.6 

831  6* 

T ransported  out-of-state 

1,764.4 

2,746.1 

2,571.5 

Transported  in-state 

94.4 

47.3 

68.3 

TOTAL  GENERATED 

2,013.3 

2,904.0 

3,471  4 

TABLE  1 . Infectious  waste  generated  in  Delaware.  All  weights 
in  thousand  pounds. 

*1995  data  is  incomplete  as  of  July  1 996. 

DEPARTMENT  OF  NATURAL  RESOURCES 
AND  ENVIRONMENTAL  CONTROL 

DIVISION  OF  AIR  & WASTE  MANAGEMENT 
SOLID  WASTE  MANAGEMENT  BRANCH 
P.  O.  Box  1401 
DOVER  DE  19903 


INFECTIOUS  WASTE  GENERATOR  ANNUAL  REPORT  FOR  CALENDAR  YEAR  19 


Note  1:  If  a Transporter  took  your  waste  - Use  multiple  copies  of  this  form  if  your  transporter  used  more  than  one  disposal  facility.  Report  one 
transporter  and  one  disposal  facility  per  copy  of  the  form. 

Note  2:  If  your  office  disposed  of  its  own  waste  - Skip  Items  (3)  and  (4)  below,  and  use  a separate  page  to  DESCRIBE  HOW  the  waste  was 
"rendered  non-infectious  and  non-recognizable"  prior  to  disposal 

Note  3:  Please  make  copies  of  this  form  for  future  reports,  For  questions  call  Mr  Indra  P.  Batra  at  (302)  739-3820. 


Generator  Information 


(1 ) Generator  ID#:  IWG-  Phone 

Generator  Name 


Address 


Description  & Amount  of  Waste  Generated 

(2)  Description  Number  of  Containers  Weight  (Pounds) 


Total: 

Transported  by: 


(3)  Transporter  Name 

Transporter  Permit  Number: 


Treated  by: 


(4)  Facility  Name: 
Address 


Certification 

(5)  | certify  that  the  information  contained  in  this  document  (and  attachments)  is  correct. 

Name  & Title:  _ . _ _ 

Signature  and  Date 


A:form  prs  (09/03/96)  ELS 


Figure  1 . 
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This  year,  join  the  millions  who  will  use  TeleFile  to  file  their  taxes  by  phone. 
With  TeleFile  from  the  IRS,  you  file  your  tax  return  with  one  quick,  easy  call  from 
a Touch-Tone™  phone.  TeleFile  service  is  completely  free.  And  since  there  are  no 
forms,  the  IRS  can  get  your  refund  to  you  within  three  weeks.  Check  your  mail 
for  a TeleFile  booklet.  If  you  qualify,  take  advantage  of  this  convenient  service. 
Filing  doesn't  get  any  easier  than  TeleFile. 

Department  of  the  Treasury 

VKr*)  * eternal  Revenue  Service  ■■■  I 

http://www.irs.ustreas.gov  It's  free.  It's  fast.  It  Works. 


PROCEEDINGS,  1996 


THE  MEDICAL  SOCIETY  OF  DELAWARE 
HOUSE  OF  DELEGATES 
PARTI 


The  207th  Annual  Meeting  of  the  House  of  Delegates  of  the  Medical  Society  of  Delaware  was  called  to 
order  at  the  Delaware  Academy  of  Medicine  Building,  Wilmington,  Delaware,  on  Friday,  November  15, 

1996,  at  1:30  p.m.  by  Carol  A.  Tavani  MD,  President,  Medical  Society  of  Delaware. 

A quorum  was  declared. 

A motion  was  made,  seconded,  and  approved  to  adopt  the  Proceedings  of  the  1995  session. 

The  session  included  remarks  by  Donald  T.  Lewers  MD,  a member  of  the  Board  of  Trustees  of  the 
American  Medical  Society,  and  Anthony  Caggiano  MD,  President  of  the  Medical  Society  of  New  Jersey; 

recognition  of  past  presidents  of  the  Medical  Society  of  Delaware  who  were  present;  reports  of  the 

Reference  Committees;  Dr.  Tavani’s  address  as  President  of  the  Medical  Society  of  Delaware;  and  the 
report  of  the  Nominating  Committee. 

Doctor  Tavani  called  upon  Roger  B.  Thomas,  Jr.  MD,  Speaker  of  the  House  of  Delegates,  to  preside 
during  the  reports  of  the  Reference  Committees. 


REPORTS  OF  THE  OFFICERS 

Report  of  the  President 

This  year  has  witnessed  trem- 
endous activity  on  many  fronts.  An 
overview  of  the  President’s  activities 
over  the  past  year  is  as  follows. 

In  the  legislative  arena,  great 
efforts  were  put  forth  regarding 
HB  321.  The  bill  got  tabled  because 
of  an  amendment,  but  its  principles 
will  be  back.  It  sought  to  manage 
managed  care,  requiring  that 
payers  make  their  criteria  for 
inclusion/exclusion  on  panels 
known;  require  that  employees  be 
allowed  to  purchase  point-of- 
service  plans  if  they  so  chose;  and 
that  the  “industry”  be  regulated. 


Although  it  didn’t  pass  this  time 
around,  the  consciousness-raising 
that  the  discussions  provoked  has 
led  to  related  legislative  gains. 

The  leadership  has  met  on 
numerous  occasions  with  our  key 
legislators,  both  state  and  national. 
We  have  had  regular  meetings  with 
the  Governor  and  the  Secretary  of 
Health  and  Social  Services,  as  well 
as  with  our  Senators  and 
Congressman. 

Meetings  with  Blue  Cross/Blue 
Shield  of  Delaware  have  been  held, 
in  particular  with  regard  to  its 
recent  acquisition,  in  terms  of  the 
impact  upon  physicians  and  their 
practices,  and  also  in  order  to  give 
physician  input.  Similarly,  a recent 


meeting  with  Aetna/US  Healthcare 
served  to  establish  the  Medical 
Society  in  a consultative  role  in  the 
evolution  of  that  merged  entity’s 
activity  in  Delaware. 


President  Carol  A.  Tavani  MD 
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Interface  with  other  health  care 
providers,  in  the  spirit  of 
collaborative  interactions  which 
optimally  complement  rather  than 
compete,  have  continued.  This 
year,  there  has  been  emphasis  on 
the  pharmacists,  who  are 
developing  “cognitive  services,” 
which  would  be  reimbursable;  the 
Medical  Society  has  been  emphatic 
that  physician  input  be  an  essential 
here. 

The  Centralized  Credentials 
Verification  Service  is  up  and 
running,  an  endeavor  which  will 
simplify  life  for  all  Delaware 
physicians,  in  greatly  reducing  the 
angst  of  participation  and 
recertification  in  the  various  health 
care  plans. 

The  Physicians’  Advocacy  Program 
has  continued  in  its  popularity, 
with  Jana  Siwek  providing 
invaluable  on-site  assistance  to 
physicians’  offices  and  staff,  and 
facilitating  interfaces  with  third 
party  payers. 

The  Medical  Society’s  Contract 
Review  program  continues  to 
provide  helpful,  pragmatic  critiques 
of  the  various  carriers’  terms  of 
agreement,  thus  making  our 
decisions  more  informed. 

More  workshops  have  been  held 
with  an  expanded  schedule  over 
the  past  year,  as  well  as  the  Second 
Annual  EDI  Expo,  which  was  once 
again  well-subscribed. 

Our  recent  Candidates’  Night 
provided  a close-up  look  at  the 
hopefuls  for  the  November  5 
election,  with  near-unanimous 
participation  by  those  in  the 
running,  and  opportunity  for 
individual  questions. 

The  Physicians’  Health  Committee 
has  continued  in  its  mission  of 
assisting  physicians  with  various 
difficulties.  This  year  has  seen  a 
major  effort  to  formalize,  clarify, 
and  enhance  its  relationship  with 
the  Board  of  Medical  Practice. 


The  Medical  Society’s  School  Health 
Talks  Program,  Physicians  and 
Educators  for  Improved  Student 
Health,  is  now  beginning  its  eighth 
school  year.  Although  originally  it 
covered  only  ninth  through  twelfth 
grades  in  New  Castle  County,  it 
now  covers  first  through  twelfth 
grades  and  is  offered  to  all  schools, 
public,  parochial,  and  private, 
throughout  the  state.  There  is  a 
great  need  for  more  physicians  in 
all  three  counties  to  volunteer  to 
serve  in  this  program.  For 
information,  you  may  call  the 
Medical  Society'  of  Delaware  office 
or  David  Platt  MD 

On  the  national  level,  the  Society 
has  worked  hard  to  provide  input 
into  health  care  issues,  such  as  the 
conference  call  your  Executive 
Director  and  President  engaged  in 
with  Senator  Roth’s  Washington 
Office,  regarding  improvements  in 
the  fraud  and  abuse  provisions  of 
the  now-passed  Kennedy-Kassebaum 
Bill.  Those  improvements  were,  in 
fact,  realized. 

The  delegation  to  the  AMA  has 
represented  Delaware  at  the 
Annual  and  Interim  Meetings  of 
the  House  of  Delegates  (these  have 
been  summarized  in  this  year’s 
President’s  Pages). 

Your  President  has  represented 
the  Society  at  many,  many  functions 
over  the  past  year,  both  locally, 
such  as  the  Annual  Meetings  of  the 
Pharmacy  Society,  Dental  Society, 
American  Red  Cross,  American 
College  of  Surgeons,  Philippine- 
American  Medical  Society,  and 
others,  including  our  own  Alliance’s 
Annual  Meeting,  and  regionally,  at 
the  House  of  Delegates  and  Annual 
and  Interim  Meetings  of  our 
neighboring  states,  as  well  as  at  the 
AMA,  serving  as  Alternate  Delegate 
as  well  as  representing  the  Society 
at  the  Organization  of  State 
Medical  Association  Presidents. 
Numerous  meetings  have  also  been 
held  with  members  of  the  AMA’s 
Board  of  Trustees,  on  various, 
timely  issues. 


Perhaps  the  farthest  reaching 
activity  of  this  year  has  been  that 
concerning  the  facilitation  of 
physician  organization  (the  theme 
of  my  presidency)  - the  formation  of 
Med-Net,  the  Society’s  Managed 
Care  Strategy  Initiative,  to  give 
physicians  the  tools  they  need  to 
organize  themselves  and  present  a 
powerful,  unified  voice  and  remain 
at  the  helm  of  medical  decision- 
making, and  to  facilitate  and 
catalyze  this  process. 

The  aforementioned  activities  are 
not  all-inclusive,  but  represent  the 
highlights  of  the  President’s 
activities  and  involvement  on 
behalf  of  the  Medical  Society.  It  has 
been  an  honor  and  a privilege  to 
serve  and  represent  my  colleagues 
in  this  manner,  and  I shall  be  ever 
grateful  for  this  very  special 
opportunity. 

Carol  A.  Tavani  MD 
President 

The  report  was  filed  with  commendation 
to  Dr.  Carol  A.  Tavani. 

Report  of  the  President-Elect 

This  spring  I had  the  opportunity  to 
attend,  with  our  President  and 
Executive  Director,  the  AMA’s 
Annual  Leadership  Conference  in 
Washington,  D.C.  This  year  the 
meeting  was,  for  the  first  time, 
held  jointly  with  a similar  meeting 
of  the  MGMA  (Medical  Group 
Managers’  Association).  This 
meeting  presented  an  excellent 
opportunity  to  explore  new  ideas  as 
well  as  gleaning  some  knowledge 
from  some  of  our  colleagues  across 
the  country  who  have  already  been 
putting  some  such  ideas  into 
practice.  There  were  presentations 
by  legislators,  governors,  and 
national  leadership  of  the  respective 
sponsoring  groups.  There  were 
many  topics  discussed.  Among  the 
topics  presented  were  those  medical 
issues  which  have  been  before  the 
Congress  during  the  past  two 
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years.  Some  of  the  break-out 
sessions  dealt  with  hospital  staff 
governance  and  quality  assurance 
measures.  The  bulk  of  the 
presentations  dealt  with  “physician 
empowerment.”  There  seemed  to 
be  a very  broad  consensus  among 
the  speaker  and  participants  that 
physicians  must  take  a more  active 
leadership  role  than  they  have, 
perhaps,  in  the  past  taken  with 
regard  to  day-to-day  management 
of  health  care  systems,  be  they 
small  or  large.  Over  recent  decades 
physicians  have  tended  to  focus 
their  efforts  on  patient  management 
issues,  leaving  system  management 
largely  to  others.  There  is  no 
question  that,  with  the  changes 
that  are  occurring  in  the  health 
care  industry,  this  “hands  off’ 
approach  is  no  longer  in  the  best 
interest  of  patients,  physicians,  or 
medical  institutions.  Health  care 
delivery  systems  of  the  future  will 
remain  vital  and  viable  only  to  the 
degree  that  physicians  are  willing 
to  invest  energy  and  efforts 
towards  the  management  of  these 
systems.  The  Conference  concluded 
with  a day  devoted  to  lobbying 
visits  to  legislative  offices,  where 
the  major  health  care  issues  facing 
government  were  discussed. 

1 had  the  pleasure  of  serving  this 
year  on  the  committee  charged 
with  developing  the  Medical 
Society’s  Managed  Care  Strategic 
Initiative,  chaired  by  Anthony  L. 
Cucuzzella  MD.  This  initiative  has 
led  to  an  exciting  new  subsidiary  of 
the  Medical  Society.  Its  function  is. 


I believe,  delineated  elsewhere  in 
these  reports.  In  summary,  it  will 
exist  to  aid  physicians  in  their 
efforts  to  assume  some  of  the 
aforementioned  managerial  leader- 
ship roles  and  assist  in  properly 
positioning  physicians  and  physician 
groups  during  contractual  negotiat- 
ions. 

At  various  times  throughout  the 
year,  I and  other  officers  have, 
along  with  our  Executive  Staff,  had 
the  pleasure  of  representing  the 
Medical  Society  in  meetings  with 
management  from  Blue  Cross  and 
Blue  Shield  of  Delaware  and  New 
Jersey,  Aetna  and  the  DuPont 
Company,  and  with  Governor 
Carper  and  the  Secretary  of  Health 
and  Social  Services. 

Paul  E.  Howard  MD 
President-Elect 

The  report  was  filed  with  good  luck  and 
best  wishes  to  Dr.  Howard  and  special 
recognition  to  Dr.  Anthony  L.  Cucuz- 
zella for  all  of  his  work  on  the  Managed 
Care  Strategic  Initiative. 

Report  of  the  Secretary 

The  Society’s  Board  of  Trustees  has 
held  ten  meetings  during  the  past 
year.  All  business  transacted  by 
the  Society  has  been  recorded  in 
the  minutes  as  presented  by  the 
Secretary.  The  Medical  Society’s 
committees  and  subsidiary 
organizations  have  also  held 
numerous  meetings  throughout 
the  year,  and  minutes  are  on  file  in 
the  office  of  the  Society. 

A comparison  of  the  Society’s 
membership  in  1996  and  1995 
follows: 

1996  Membership** 

Dues-  Dues- 

Pavinq  Exempt  Affiliates  Total 


Kent 

103 

21 

2 

126 

New  Castle 

736 

189 

94 

1019 

Sussex 

145 

36 

4 

185 

981 

245 

100 

1330 

**As  of  10/31/96.  Figures  do  not  include  27 
pending  applications. 


1995  Membership* 

Dues-  Dues- 

Pavina  Exempt  Affiliates  Total 


Kent 

102 

21 

2 

125 

New  Castle 

724 

190 

107 

1021 

Sussex 

149 

35 

4 

188 

975 

246 

113 

1334 

*As  of  10/30/95.  Figures  did  not  include  11 
pending  applications. 

A complete  report  of  the  Proceedings 
of  the  1996  House  of  Delegates  will 
appear  in  the  January  1997  and 
February  1997  issues  of  the 
Delaware  Medical  Journal.  The 
report  will  also  be  on  file  in  the 
office  of  the  State  Medical  Society. 

Martin  G.  Begley  MD 
Secretary 

The  report  was  filed. 


Report  of  the  Treasurer 

The  financial  statement  accompany- 
ing this  report  reflects  the  first  nine 
months  of  activity  for  the  1996 
fiscal  year.  After  nine  months  of 
operation,  it  appears  that  the  fiscal 
year  of  1996  will  be  very  close  to  our 
initial  budget  projections.  The 
following  budget  line  items  are 
worthy  of  special  note: 

Revenue 

1 . Membership  dues  collected  for 

1996  are  97  percent  of  budget. 
Nine  physicians  elected  not  to 
renew  their  Society  member- 
ship for  1996. 

2.  A dividend  of  $140,000  was 

declared  by  MSDIS  Board  of 

Directors  during  1995,  which 
is  recorded  as  revenue  for 
1996.  In  addition,  $20,000  was 
contributed  to  the  Delaware 
Medical  Education  Foundation 
which  was  transferred  to  the 

Society  by  the  Foundation  to 
help  defray  the  Society’s  cost  of 
operating  the  continuing  medi- 
cal education  and  Physicians’ 
Health  programs.  Also,  during 
1996,  MSDIS  assisted  the 
Society  by  funding  various 
Physician’s  Advocate  programs 
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and  helped  fund  the  printing  of 
the  roster  through  the  purchase 
of  advertising. 

3.  Revenue  generated  by  the 

Physicians’  Advocate  Program 
has  exceeded  budget  by 
28  percent  for  the  nine  months 
ending  September  30,  1996. 

Response  from  the  membership 
to  the  consulting,  Managed 
Care  contract  reviews  and 
office  staff  workshops  available 
through  the  Physicians’ 
Advocate  Program  has  been 
outstanding. 

4.  Advertising  revenue  for  the 

Journal  for  the  nine  months 
ending  September  30th,  is 

currently  50  percent  of  budget 
but  has  returned  to  budgeted 
levels  over  the  past  two 
months.  Journal  editor,  E. 

Wayne  Martz  MD,  is  mvest- 


MEDICAL  SOCIETY  OF  DELAWARE 
FINANCIAL  REPORT 
SEPTEMBER  30.  1996 


igating  various  ways  to  enhance 
revenue  and  possibly  more 
efficiently  handle  the  publish- 
ing of  the  Journal. 

Expenses 

1.  The  office  supplies  and 
telephone  expenses  exceeded 
budgeted  levels  due  to 
increased  activity  associated 
with  the  new  subsidiary 
corporations. 

2.  Equipment  is  over  budget,  due 
to  the  purchase  of  Broadcast 
Fax  equipment. 

Investments 

1.  The  Society’s  investment 

manager  was  changed  in 
February,  1996,  to  Ruther- 
ford, Brown  and  Catherwood. 
Society  funds  are  currently 
invested  in  the  Linsco/Private 


Ledger  Mutual  Fund  Wrap 
Product.  This  was  done  in 
order  to  decrease  trading  costs 
which  were  running  quite  high 
and  to  diversify. 

2.  Due  to  the  formation  of  the  two 
new  subsidiary  . corporations, 
Credentialing  Connection,  Inc., 
and  Med-Net  of  Delaware,  it 
became  necessary  to  liquidate 
the  Balanced  Fund  to  free 
approximately  $119,000  for 
start-up  and  operating  ex- 
penses. 

Included  with  this  report  is  a 
statement  for  the  Banking  and 
Fund  Account  Balances  as  of 
September  30,  1996. 

Many  thanks  and  appreciation  go 
to  all  of  the  staff,  especially  Mr. 
Mark  Meister  and  Ms.  Jean  Gayle, 


DHIN 

MED-NET 

CCI 

EXPENSES 

PERSONNEL 

215.63 

14.874  88 

14,668.17 

CONTRACT  LABOR 

0.00 

27,000.00 

000 

LEGAL  COUNSEL 

2.685.75 

0.00 

4,934  75 

CONSULTANT 

0.00 

20.569.20 

625.00 

LICENSE/FEES 

0.00 

205.75 

305.75 

OFFICE  SPACE 

0.00 

508.75 

693.75 

MEETINGS 

170.00 

2,333.95 

84.10 

TRAVEL 

0.00 

7,106.70 

319.39 

TELEPHONE 

0.00 

32.21 

36.11 

PHOTOCOPY 

32.81 

137.00 

47.10 

OFFICE  SUPPLIES 

0.00 

796.97 

702.96 

PRINTING 

0.00 

20.00 

3,987.43 

POSTAGE 

43.56 

469.98 

399.81 

SUBSCRIPTIONS 

0.00 

300.00 

377.95 

DUES 

0.00 

365.00 

100.00 

COMPUTER  SUPPORT 

0.00 

268.35 

1,929.63 

EQUIPMENT 

0.00 

75.00 

10,785.57 

CLASIFIED  ADVERTISING 

0.00 

204.23 

0.00 

TOTAL  EXPENSES 

3,147.75 

83,267.97 

39,997.47 

BANKING,  INVESTMENT  AND  FUND 
ACCOUNT  BALANCES 
AS  OF  SEPTEMBER  30.  1996 

CASH 

CASH  IN  BANK 
PETTY  CASH 

$22,111.43 

300.00 

TOTAL  CASH 

$22,411.43 

SHORT  TERM  INVESTMENTS 
GENERAL  FUND 
GEN  FUND  DE  MED  JOURNAL 

$149,600.79 

18,120.77 

TOTAL  S.T.  INVESTMENTS 

$167,721.56 

LONG  TERM  INVESTMENTS 
BALANCED  FUND  (PORTFOUO) 
GROWTH  FUND  (PORTFOLIO) 
GROWTH  FUND-BUILDING 
GROWTH  FUND-BENEVOLENCE 
GROWTH  FUND-MED  BENEFITS 

$0.00 

94,607.95 

360,993.61 

56.932.69 

26,618.78 

TOTAL  LT.  INVESTMENTS 

$539,153.03 
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1996  BUDGET 

PERCENT 

REVENUE 

ALL  PROGRAMS 

ACTUAL 

OF  BUDGET 

MEMBERSHIP 

314.815.00 

307.007.48 

97.52% 

SERVICES 

82,332.00 

77,238.84 

93  81% 

INTEREST/DIVIDENDS 

146,188.00 

146,059  88 

99.91% 

CONTRIBUTION 

0.00 

0.00 

- 

ADVERTISING 

81,775.00 

40,299  80 

49.28% 

SUBSCRIPTIONS 

5,592.00 

4,249.42 

75.99% 

CONTINUING  MEDICAL  EDUCATION 

52,100.00 

38,842  80 

74.55% 

ANNUAL  MEETING 

50,000.00 

33,388.97 

66.78% 

FUND  TRANSFER 

68,875.00 

20,294  77 

29.47% 

TOTAL  REVENUE 

801,677.00 

667,381.96 

83.25% 

1996  BUDGET 

PERCENT 

EXPENSES 

ALL  PROGRAMS 

ACTUAL 

OF  BUDGET 

PERSONNEL 

391,035  00 

266.157  42 

68.06% 

BOARD/COMMITTEES 

17,189.00 

12,415.81 

72.23% 

INSURANCE 

6,326.00 

5,508.50 

87.08% 

PRESIDENT'S  HONORARIUM 

25,000.00 

18,749.97 

75.00% 

MEDICAL  DIRECTOR 

25,000.00 

18,749.97 

75.00% 

LEGAL  COUNSEL 

20,255.00 

15,599.16 

77.01% 

ACCOUNTING/AUDIT 

7,026.00 

6,300.00 

89.67% 

PUBLIC  RELATIONS 

34,043.00 

27,139.11 

79.72% 

OFFICE  SPACE 

18,720.00 

15.044.00 

80.36% 

OFFICE  SUPPLIES 

4,525.00 

4,492.62 

99.28% 

TELEPHONE 

7,656.00 

6.831.96 

89.24% 

POSTAGE 

21 ,829.00 

15,168.73 

69.49% 

PRINTING 

64,139.00 

38,972.94 

60.76% 

PHOTOCOPY 

9,635.00 

4,899.36 

50.85% 

EQUIPMENT 

16,283.00 

15,651.00 

96.12% 

ACCREDITED  SERIES  CME 

8,550.00 

4,613.70 

53.96% 

NON  ACCREDITED  CME 

8.259.00 

11.755.35 

142.33% 

ANNUAL  MEETING 

46,000.00 

1,389.57 

3.02% 

TRAVEL 

25,700  00 

17,309.44 

67.35% 

NEWSLETTER 

5,100  00 

2,730.00 

53.53% 

DUES/CONTRIBUTIONS 

6,715.00 

5,567.50 

82.91% 

SUBSCRIPTIONS 

765.00 

1,021.61 

133.54% 

AUXILIARY 

3,500.00 

0.00 

0.00% 

DMJ  DUES  EXEMPT 

3,400.00 

3,380.00 

99.41% 

BENEVOLENT  FUND 

924.00 

0.00 

0.00% 

ROSTER 

22,215.00 

2,029.50 

9.14% 

CAPITAL  IMPROVEMENTS 

0.00 

0.00 

- 

MISCELLANEOUS 

850.00 

2,287.00 

269.06% 

TOTAL  EXPENSES 

800,639.00 

523,764.22 

65.42% 

SURPLUS  (DEFICIT) 

1,038.00 

143,617.74 
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CERTIFIED  PUBLIC  ACCOUNTANTS 


Independent  Auditors'  Report 


Board  of  Directors 

Medical  Society  of  Delaware  & Subsidiary 

Wilmington,  Delaware 

We  have  audited  the  accompanying  statement  of  financial 
position  of  the  Medical  Society  of  Delaware  & Subsidiary  (a  not- 
for-profit  organization)  as  of  December  31,  1995,  and  the  related 
consolidated  statement  of  activities,  and  cash  flows  for  the  year 
then  ended.  These  financial  statements  are  the  responsibility  of 
the  Society's  management.  Our  responsibility  is  to  express  an 
opinion  on  these  financial  statements  based  on  our  audit. 

We  conducted  our  audit  in  accordance  with  generally  accepted 
auditing  standards.  Those  standards  require  that  we  plan  and 
perform  the  audit  to  obtain  reasonable  assurance  about  whether  the 
financial  statements  are  free  of  material  misstatement.  An  audit 
includes  examining,  on  a test  basis,  evidence  supporting  the 
amounts  and  disclosures  in  the  financial  statements.  An  audit  also 
includes  assessing  the  accounting  principles  used  and  significant 
estimates  made  by  management,  as  well  as  evaluating  the  overall 
financial  statement  presentation.  We  believe  that  our  audit 
provides  a reasonable  basis  for  our  opinion. 

In  our  opinion,  the  financial  statements  referred  to  above 
present  fairly,  in  all  material  respects,  the  financial  position  of 
the  Medical  Society  of  Delaware  & Subsidiary  as  of  December  31, 
1995,  and  the  changes  in  net  assets,  and  its  cash  flows  for  the 
year  then  ended  in  conformity  with  generally  accepted  accounting 
principles . 

Our  audit  has  been  made  primarily  for  the  purpose  of  forming 
the  opinion  stated  in  the  preceding  paragraph.  The  additional 
information  contained  in  this  report  is  presented  for  purposes  of 
additional  analysis  and  is  not  a required  part  of  the  financial 
statements.  Such  information  has  been  subjected  to  the  auditing 
procedures  applied  in  the  audit  of  the  basic  financial  statements 
and,  in  our  opinion,  is  fairly  stated,  in  all  material  respects,  in 
relation  to  the  financial  statements  taken  as  a whole. 


Certified  Public  Accountants 


March  8,  1996 
Wilmington,  Delaware 
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MEDICAL  SOCIETY  OF  DELAWARE  & SUBSIDIARY 

CONSOLIDATED  STATEMENT  OF  FINANCIAL  POSITION 

December  31,  1995 

CURRENT  ASSETS 

Cash  and  cash  equivalents 

$ 512,514 

Receivables : 

Commissions 

$ 

119 , 569 

Interest 

1,652 

Affiliate 

2 , 540 

Other 

67 .287 

191, 048 

Prepayments 

7, 611 

Investments,  at  market 

708 . 061 

Total  current  assets 

1,419,234 

PROPERTY  AND  EQUIPMENT  AT  COST 

Leasehold  improvements 

21,354 

Furniture,  fixtures  and  equipment 

126 . 592 

147,946 

Less:  Accumulated  depreciation 

101 . 786 

46 . 160 

TOTAL  ASSETS 

$1,465,394 

CURRENT  LIABILITIES 

Dues  payable 

$ 

213 , 559 

Premiums  payable 

12 

Accrued  expenses 

57,336 

Other  payables 

49,625 

Corporate  taxes  payable 

34,674 

Amounts  held  for  physicians  emeritus 

661 

Compensated  absences  payable 

34 . 313 

Total  current  liabilities 

$ 390,180 

DEFERRED  REVENUE 

149 . 580 

Total  liabilities  and  deferrals 

539,760 

NET  ASSETS 

Unrestricted: 

Designated 

624 , 196 

Undesignated 

218 , 959 

Retained  earnings 

82 . 479 

925 . 634 

TOTAL  LIABILITIES  AND  NET  ASSETS 

$1 . 465 . 394 
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MEDICAL  SOCIETY  OF  DELAWARE 
1997  CONSOLIDATED  BUDGET 


ADMINISTRATIVE 

PHYSICIANS' 

COMPONENT 

DMJ 

CME  & 

1997  BUDGET 

REVENUE 

BUDGET 

ADVOCATE 

SOCIETIES 

BUDGET 

PHYS  HLTH 

ALL  PROGRAMS 

MEMBERSHIP 

$307,152 

$0 

$0 

$10,080 

$0 

$317,232 

SERVICES 

58,518 

16,800 

9,700 

0 

0 

85,018 

INTEREST/DIVIDENDS 

187.555 

0 

0 

935 

0 

188,490 

ADVERTISING 

0 

0 

0 

66,000 

0 

66,000 

SUBSCRIPTIONS 

0 

0 

0 

5,930 

0 

5,930 

EDUCATIONAL  PROGRAMS 

0 

24,200 

0 

0 

30,020 

54,220 

ANNUAL  MEETING 

0 

0 

0 

0 

55,000 

55,000 

FOUNDATION  TRANSFER 

0 

0 

0 

0 

20,000 

20,000 

ROSTER 

11,466 

0 

0 

0 

0 

11,466 

TOTAL  REVENUE 

$553,225 

$41,000 

$9,700 

$82,945 

$105,020 

$791,890 

ADMINISTRATIVE 

PHYSICIANS' 

COMPONENT 

DMJ 

CME  & 

1997  BUDGET 

EXPENSES 

BUDGET 

ADVOCATE 

SOCIETIES 

BUDGET 

PHYS  HLTH 

ALL  PROGRAMS 

PERSONNEL 

$247,123 

$65,910 

$4,972 

$25,024 

$39,674 

$382,703 

BOARD/COMMITTEES 

18,000 

225 

0 

0 

1,264 

19,489 

INSURANCE 

4,455 

0 

0 

454 

766 

5,675 

PRESIDENT'S  HONORARIUM 

25,000 

0 

0 

0 

0 

25,000 

MEDICAL  DIRECTOR 

0 

0 

0 

0 

25,000 

25,000 

LEGAL  COUNSEL 

16,357 

6,000 

0 

0 

0 

22,357 

ACCOUNTING/AUDIT 

5,044 

0 

0 

514 

867 

6,425 

PUBLIC  RELATIONS 

37,252 

0 

0 

0 

0 

37,252 

OFFICE  SPACE 

11,191 

3,000 

0 

2,640 

3,425 

20,256 

OFFICE  SUPPLIES 

3,454 

0 

50 

602 

631 

4,737 

TELEPHONE 

5,820 

840 

20 

593 

1,627 

8,900 

POSTAGE 

14,209 

0 

1,896 

4,455 

2,848 

23,408 

PRINTING 

3,454 

0 

0 

60,752 

1,942 

66,148 

PHOTOCOPY 

3,630 

150 

896 

314 

1,418 

6,408 

EQUIPMENT 

8,301 

0 

0 

480 

627 

9,408 

ACCREDITED  CME 

0 

0 

0 

0 

9,300 

9,300 

WORKSHOPS/CONSULTING 

0 

16.225 

0 

0 

0 

16,225 

ANNUAL  MEETING 

0 

0 

0 

0 

50,375 

50,375 

TRAVEL 

27,800 

1,000 

0 

0 

1,615 

30,415 

NEWSLETTER 

4,750 

0 

0 

0 

0 

4,750 

DUES/CONTRIBUTIONS 

3,325 

50 

0 

0 

1,185 

4,560 

SUBSCRIPTIONS 

600 

0 

0 

0 

0 

600 

ALLIANCE 

3,500 

0 

0 

0 

0 

3,500 

DMJ  DUES  EXEMPT 

3,250 

0 

0 

0 

0 

3,250 

ROSTER 

2,083 

0 

0 

0 

0 

2,083 

BENEVOLENT  FUND 

924 

0 

0 

0 

0 

924 

MISCELLANEOUS 

350 

0 

0 

300 

100 

750 

TOTAL  EXPENSES 

$449,872 

$93,400 

$7,834 

$96,129 

$142,664 

$789,898 

SURPLUS  (DEFICIT) 

$103,353 

($52,400) 

$1,866 

($13,184) 

($37,644) 

$1,992 
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for  their  help  in  daily  operations  as 
well  as  compilation  of  the  figures 
and  data  that  were  necessary 

during  the  year. 

Garth  A.  Koniver  MD 
T reasurer 

The  report,  which  includes  accompany- 

ing documents  (1996  Treasurer’s  Report 
as  of  September  30,  1996;  Independent 

Auditors’  Report  and  Medical  Society  of 
Delaware  and  Subsidiary  Consolidating 
Balance  Sheet,  December  31,  1995),  was 

filed  with  special  commendation  to  Dr. 
Garth  Koniver  for  his  consistent  efforts 
for  the  Medical  Society  of  Delaware  as 
T reasu  rer. 

Report  of  the  Kent  County  Medical 
Society  President 

The  Kent  County  Medical  Society 
held  four  (4)  quarterly  meetings 

which  were  well  attended.  Topics 
for  discussion  included:  M.O. S.’s; 

politics  of  health  care  reform;  and  a 
discussion  by  Ray  Clatworthy,  U.S. 
Senate  candidate. 

This  past  year  brought  several  new 
members  to  our  Society,  especially 
primary  care,  and  we  look  forward 
to  their  participation  in  our 
activities. 

Officers  for  the  coming  year  will  be 
Dr.  Donald  Doran,  President;  Dr. 
Brian  Walsh,  Vice  President;  Dr. 
Gertrude  Findley-Christian,  Secre- 
tary; and  Dr.  Michael  Zaragoza, 

Treasurer.  Trustee  members  will 
be  Dr.  Joseph  Rubacky,  Dr.  Donald 
Doran  and  Dr.  Brian  Walsh. 

As  this  year  draws  to  a close,  we 
wish  to  thank  Dr.  Carol  A.  Tavani 
for  her  time,  energy  and 
enthusiasm.  We  would  like  to 
acknowledge  the  Medical  Society  of 
Delaware’s  continued  efforts  to 
provide  service  to  individual 
practitioners  and  to  address 
concerns  of  the  public  that  health 
care  continues  to  be  first  rate.  With 
the  push  to  managed  care,  first  by 
private  companies  and  the  state, 
we  look  for  assistance  that  will 
enable  the  medical  care  not  to  be 
sacrificed  for  the  sake  of  managing 


costs.  Hopefully,  regulations  will 
be  successful  this  year. 

Donald  R.  Doran  DO 
President 

The  report  was  filed. 


Report  of  the  New  Castle  County 
Medical  Society  President 

The  New  Castle  County  Medical 
Society  held  two  regular  member- 
ship meetings,  and  a political 
debate  cosponsored  with  Medical 
Society  of  Delaware  this  past  year. 
Due  to  declining  attendance,  the 
time  and  format  for  the  membership 
meetings  were  changed  to  include  a 
buffet  dinner. 

The  new  Medicaid  managed  care 
program  was  the  subject  of  one  of 
our  membership  meetings.  Kay 
Holmes,  Medicaid  Director, 
summarized  the  history  surround- 
ing the  development  of  Diamond 
State  Health  Plan,  Delaware's  new 
Medicaid  managed  care  program. 
The  new  program  started  January 
1,  1996,  with  the  first  group  of 
eligible  clients  enrolled  in  the 
program.  Under  the  new  program, 
eligibility  standards  and  benefits 
increased,  but  services  will  only  be 
provided  through  managed  care 
organizations.  Representatives 
from  each  of  the  four  different 
managed  care  organizations  attend- 
ed the  meeting  and  briefly 
summarized  the  services  offered 
under  the  program. 

The  Medical  Society  of  Delaware’s 
Managed  Care  Strategy  Initiative 
(MCSI)  was  the  topic  of  discussion 
at  another  meeting.  MCSI  served 
as  the  Medical  Society  of  Delaware’s 
pro-active  initiative  to  assist 
Delaware  physicians  transition 
into  the  managed  care  environment. 
James  H.  Wilton,  Director,  MCSI 
summarized  the  Society’s  activities 
over  the  past  few  months.  Over  70 
key  individuals  were  interviewed 
in  order  to  more  fully  understand 
the  positions,  concerns  and 
perceptions  held  by  the  various 
stockholders  in  Delaware's  health 


New  Castle  County  Medical  Society 
President  Stephen  F Wetherill  MD 


care  system.  MCSI  plans  to  help 
get  physicians  organized  into  a 
network  in  order  to  keep  the 
practice  of  medicine  in  the  hands  of 
physicians. 

As  in  previous  years,  a biennial 
political  forum  was  cosponsored 
with  the  Medical  Society  of 
Delaware.  All  of  the  major 
Republican  and  Democratic 
candidates  for  elected  office  were 
invited  to  give  their  views  and 
respond  to  questions  on  Candidates’ 
Night.  Speakers  included  candi- 
dates for  Governor.  Lieutenant 
Governor,  U.S.  Representative, 
U.S.  Senator,  Insurance  commiss- 
ioner, and  candidates  for  the  7th 
Senatorial  District  and  the  1 0th 
Representa-tive  District. 

I would  like  to  take  this  opportunity 
to  thank  committee  chairmen  and 
members  of  the  Board  of  Directors 
for  their  work  during  the  past  year. 
1 would  also  like  to  express  my 
appreciation  to  the  members  and 
staff  for  their  help  and  support. 

Stephen  F.  Wetherill  MD 
President 

The  report  was  filed. 


Report  of  the  Sussex  County 
Medical  Society  President 

The  Sussex  County  Medical  Society 
Executive  Board  this  year  has 
continued  to  participate  with  the 
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Medical  Society  of  Delaware’s 
Board  of  Trustees  to  increase  the 
level  of  physician  support  services 
available  to  the  members  of  the 
Society.  In  addition  to  regular 
attendance  at  the  monthly  MSD 
Board  of  Trustees  meetings,  the 
County  Executive  Board  provided 
quarterly  meetings  rotating  to  each 
of  the  county’s  three  hospital 
communities. 

In  December,  we  began  our 
county’s  year  with  a popular  event, 
a wine  tasting,  in  hopes  of 
encouraging  increased  membership 
attendance  at  county  meetings. 
MSD1S  made  a presentation  on  its 
new  expanded  insurance  services. 
Presentations  at  the  quarterly 
meetings  included  speakers  such 
as  Lisa  Nicoletti  from  Appointment 
Keepers,  offering  services  designed 
to  enhance  our  physicians’  office 
scheduling.  AmeriHealth  was 
invited  to  present  a summary  of  its 
activities  within  the  county  as 
managed  Medicaid  rolled  into  our 
practices  almost  overnight.  Gina 
Bodycot  RN  BSN  at  that  time  was 
the  Director  of  AmeriHealth 
Provider  Relations,  but  would  soon 
join  the  Medical  Society  as  the 
Director  of  MSD’s  Credentialing 
Verification  Organization.  In  her 
present  capacity  she  addressed  the 
county  members  again  in  October 
along  with  Jim  Wilton,  heading 
MSD’s  Managed  Care  Strategy 
Initiative  efforts,  and  Jana  Siwek 
from  the  Physicians’  Advocacy 
Program. 

Three  complaints  from  Sussex 
County  residents  involving  our 
physicians  were  reviewed.  None  of 
the  complaints  resulted  in 
sanctions.  We  continued  to  grow 
with  new  members  added  to  our 
roles  this  past  year.  The  County 
Society  voted  to  financially  support 
the  efforts  of  the  Sussex  County 
Medical  Society  Alliance  to  provide 
an  evening  with  our  local  legislators 
at  the  home  of  Dr.  and  Mrs.  Anis 
Saliba. 

This  year  Norman  Taub  MD  was 
very  generous  with  his  time  and 
filled  our  “at-large”  seat  on  the 


Representative  to  the  Delaware  Academy 
ofMedicine  Anthony  L.  Cucuzzella  MD 


Board  of  Trustees  to  respectfully 
represent  our  county’s  interests  at 
the  state  level.  We  elected  new 
officers  for  the  coming  two  years. 
Richard  H.  Sherman  MD  was 
elected  President,  Joseph  P. 
Olekszyk  DO  was  elected  President- 
Elect,  and  Edward  F.  Quinn  III  MD 
was  elected  Secretary.  Dr.  Taub 
will  remain  as  our  member  “at- 
large”  on  the  Board  of  Trustees. 

What  an  exciting  year  it  has  been 
for  the  Medical  Society  of  Delaware. 
Several  major  projects  were 
undertaken  and  it  is  the  hope  of  the 
County  Society  that  through  its 
county  representation  the  State 
Society’s  projects  were  appro- 
priately introduced  to  its  members. 

We  send  our  support  and 
congratulations  to  one  of  our  own, 
Paul  E.  Howard  MD,  as  he  takes 
the  reins  as  this  year’s  President  of 
the  Medical  Society  of  Delaware. 

Harry  A.  Lehman  III  MD 
President 

The  report  was  filed. 


Report  of  the  Representative  to 
the  Delaware  Academy  of  Medicine 

As  the  foundation  of  The  Academy, 
the  Lewis  B.  Flinn  Library  continues 
to  provide  a full  range  of  Library 
services  and  to  offer  new  services  to 
our  membership.  Primary  services 


include  reference,  computer  litera- 
ture searching,  and  interlibrary 
loan.  During  the  past  year,  12,283 
interlibrary  loan  requests  and  750 
computer  literature  searches  were 
completed  by  our  Library  staff.  In 
keeping  with  technology,  we 
expanded  our  services  through  the 
development  of  a new  Web  site  on 
the  Internet.  The  Web  site  allows 
for  easy  access  to  The  Academy’s 
extensive  collection  of  health 
related  information.  Answer  your 
health  related  questions  and  see 
the  most  current  information 
available  through  our  links  to  other 
directories  by  visiting  our  Web  site 
at  http://www.delamed.org. 

In  an  effort  to  promote  health 
education  in  the  community,  our 
Consumer  Health  Library  Staff 
attends  health  fairs  and  answers 
requests  statewide.  Last  year,  staff 
filled  2,337  interlibrary  loan 
requests  and  conducted  826 
searches.  In  conjunction  with  the 
Consumer  Health  Library,  TEL- 
MED,  our  automated  telephone 
system,  has  over  420  recorded 
messages  on  health  related  subjects. 
It  continues  to  be  widely  utilized 
with  an  average  of  over  11,000  calls 
per  month.  The  Academy  provides 
TEL-MED  as  a public  service 
statewide. 

The  Library’s  Circuit  Riding 
Medical  Librarian  Program 
expanded  regionally  into  Taylor 
Hospital  in  Pennsylvania  during 
1996.  The  Program  now  provides 
Library  services  on  a contractual 
basis  to  MeadowWood  Hospital, 
Rockford  Center,  Milford  Memorial 
Hospital,  Nanticoke  Hospital,  St. 
Francis  Hospital  and  Taylor 
Hospital. 

The  Library’s  History  Committee 
solicited  donations  of  memorabilia 
and  artifacts  for  our  Historical 
Collection  throughout  the  year. 
The  Committee  identified  and 
catalogued  numerous  items  in  the 
collection  in  an  effort  to  help 
preserve  the  history  of  medicine 
and  dentistry  in  Delaware. 

The  Academy’s  Student  Financial 
Aid  Program  provides  assistance  to 
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Delawareans  pursuing  careers  in 
medicine,  dentistry  or  allied  health 
fields  through  a revolving  loan 
fund.  During  1996,  30  students 

were  awarded  $72,000  in  loans. 

The  monthly  calendar  of  Medical- 
Dental  Meetings  in  Dela-ware 
continues  to  be  compiled  and 
distributed  by  The  Academy.  It 
serves  as  the  only  comprehensive 
listing  of  continuing  education 
conferences  for  physicians  and 
dentists  in  the  state.  The  Aca- 
demy’s auditorium  and  conference 
center  were  used  extensively  by  the 
medical  and  dental  professions  for 
meetings.  The  Medical  Society  of 
Delaware,  Medical  Center  of 
Delaware,  New  Castle  County 
Medical  Society  and  the  Delaware 
State  Dental  Society  were  the 
primary  users  of  the  meeting 
facilities.  However,  the  facilities 
were  also  utilized  by  other  business, 
civic  and  nonprofit  organizations. 

The  Executive  Committee  manages 
the  Academy’s  operation  and 

programs  through  regular  meetings. 
We  would  like  to  take  this 

opportunity  to  thank  all  those 
individuals  and  organizations  that 
supported  our  programs  and 

services  during  the  past  year. 

Anthony  L.  Cucuzzella  MD 
Representative 

The  report  was  filed.  The  Reference 
Committee  wished  to  honor  the  memory 
of  Dr.  Leonard  Lang  for  his  role  as 
Representative  to  the  Delaware  Academy 
of  Medicine  for  many  years. 

Report  of  the  Executive  Director 

In  my  report  to  the  House  of 
Delegates  one  year  ago,  1 suggested 
an  appropriate  theme  for  1995 

could  have  been:  “A  Physician 

Organization’s  Response  to 

Managed  Care.”  What  I did  not 
realize  was  how  prophetic  this 
would  be  for  the  year  ahead. 

Many  will  remember  the  breakfast 
presentation  to  the  1995  House  of 
Delegates.  Mike  Lance,  CEO  of 


PennMed  Member  Services,  Co. 
(PMSCO),  the  Pennsylvania 
Medical  Society’s  managed  care 
subsidiary,  spoke  of  physicians 
reclaiming  a position  of  leadership 
in  caring  for  patients  in  our  rapidly 
changing,  managed  care  environ- 
ment. At  the  heart  of  the  PMSCO 
strategy  is  the  advancement  of 
physician  owned  and  controlled, 
risk  bearing  Physician  Organizations 
(POs).  The  Society  received 
numerous  phone  calls  following 
Mr.  Lance’s  presentation  from 
individuals  seeking  guidance  as  to 
how  Delaware  physicians  could 
organize  a similar  effort.  The 
Board  of  Trustees  responded  by 
authorizing  an  in-depth  study  of 
managed  care  in  Delaware,  which 
ultimately  led  to  the  formation  of 
Med-Net,  a wholly  owned,  for  profit 
subsidiary  of  the  Medical  Society  of 
Delaware.  While  the  early  activities 
of  Med-Net  are  well  described 
elsewhere  in  [these  proceedings],  I 
am  pleased  to  say  this  new  venture 
shows  great  promise  of  enabling 
Delaware  physicians  to  assume  a 
pro-active  role  in  shaping  the 
future  course  of  health  care 
delivery  in  our  state. 

Another  major  milestone  in  the 
history  of  our  Society  was  achieved 
during  1996,  with  the  formation  of 
another  wholly  owned  subsidiary 
corporation,  Credentialing  Connect- 
ion, Inc.  Launched  in  September  of 
this  year,  CCI  is  an  outgrowth  of 
the  Society’s  recognition  of  the 
urgent  need  to  standardize  and 
central-ize  the  Credentialing 
process  across  all  managed  care 
organizations  and  hospitals  in  the 
state.  Through  a series  of  “round 
table”  discussions  with  senior 
executives  of  managed  care 
organizations  one  year  ago,  it  was 
determined  that  an  organization 
whose  purpose  is  to  centralize  the 
collection,  verification  and 
maintenance  of  all  credentialing 
documentation  would  represent  a 
rare  opportunity  for  all  parties  — 
physicians,  managed  care  organ- 
izations, hospitals  — to  benefit 
through  greater  efficiency  and 
reduced  administrative  hassles. 
CCI  is  off  to  an  excellent  start  and 


Gina  C.  Bodycot  RN  BSN,  director  of 

Credentialing  Connection 


is  positioned  to  make  major 
contributions  in  helping  Delaware 
physicians  effectively  deal  with  the 
increasingly  burdensome  require- 
ments of  credentialing  and  managed 
care  participation. 

The  Physicians’  Advocate  program 
continues  to  be  one  of  the  Society’s 
most  valuable,  visible  and  tangible 
services  for  members  and  their 
office  staff.  In  addition  to  ongoing 
practice  management  consulting  in 
physicians’  offices,  during  1996 
Physicians’  Advocate  conducted  20 
workshops,  fielded  on  the  average 
40  inquiries  per  week  from 
physicians  and  their  office  staff, 
and  directly  intervened  over  100 
times  on  behalf  of  physicians  in 
mediating  third  party  payment 
issues.  The  Managed  Care 
Contracting  Service  continues  to 
provide  legal  reviews  of  MCO 
contracts  with  section-by-section 
commentary  and  advice.  In 
addition,  the  Managed  Care 
Contracting  Service  provided  a 
sample  MCO  agreement  as  well  as 
the  review  of  a recent  amendment 
of  an  existing  MCO  contract.  Plans 
for  1997  include  investigating  the 
feasibility  of  a collection  service 
and  implementing  a personnel 
placement  service  for  physicians’ 
offices.  The  response  from  Society 
members  has  been  an  overwhelming 
acceptance  of  this  beneficial 
program.  It  is  our  firm  commitment 
to  continue  expanding  the  offering 
of  services  through  Physicians’ 
Advocate  as  we  continue  to  provide 
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timely,  affordable  practice 
management  services  of  highest 
quality  to  Medical  Society  members. 

Although  somewhat  overshadowed 
by  the  significance  of  the  Society’s 
investment  of  time  and  resources 
this  past  year  in  developing  its 
managed  care  strategy,  the  core 
programs  and  activities  of  the 
Medical  Society  of  Delaware  remain 
vibrant.  Notable  during  1996  was 
the  reaccreditation  of  the  Society’s 
continuing  medical  education 
program  by  the  Accreditation 
Council  for  Continuing  Medical 
Education  (ACCME)  for  the 
maximum  period  of  four  years.  The 
Society  pursued  its  initiative  to 
organize  a nonprofit  organization 
to  promote  the  standardized  use  of 
computer  technology  in  the 
electronic  transmission  of  inform- 
ation within  the  health  care 
industry  in  our  state.  In  addition, 
the  Society  is  well  represented  in 
the  commit-tee  activities  of  the 
Delaware  Health  Care  Commission, 
and  we  continue  to  meet  regularly 
and  on  a formal  basis  with  our 
Governor  and  senior  members 
within  his  administration  on 
matters  concerning  the  health  and 
well-being  of  all  Delawareans.  The 
Society’s  influence  and  expertise 
concerning  health-related  legislation 
continues  to  play  a vital  role 
regarding  laws  passed  in  Dover 
affecting  the  care  of  patients  and, 
generally,  how  medicine  will  be 
practiced  as  we  enter  the  21st 
Century.  Finally,  Society  committees 
remain  active  as  ever,  contributing 
to  many  facets  of  the  profession 
and  the  practice  of  medicine  in 
Delaware.  Reports  throughout  this 
handbook  underscore  the  importance 
of  such  involvement  by  Society 
members  in  varied  issues  of  broad 
significance. 

This  year  has  passed  by  very 
quickly;  seemingly  more  so  than 
previous  years.  Certainly,  this  is  an 
indication  of  the  pace  of  change  and 
progress  all  about  us.  The  challenge 
for  the  Medical  Society  of  Delaware 
is  to  remain  relevant  and  ready. 
Relevant  to  the  changing  needs  of 
Delaware  physicians  and  ready  to 


anticipate  change  and  respond 
with  vision  and  commitment.  1996 
has  provided  this  challenge.  Your 
Society  has  responded.  It  is  truly 
an  honor  to  serve  the  physicians  of 
the  Medical  Society  of  Delaware  as 
your  executive  director.  I am 
grateful  for  the  opportunity  to  work 
with  a dedicated  staff,  to  whom  I 
am  indebted  for  their  support  and 
hard  work  over  the  past  year. 

Mark  A.  Meister 
Executive  Director 

The  report  was  filed  with  special 
commendation  to  Mark  Meister  for  his 
energetic  efforts  to  move  ahead  this  year 
with  two  large  Medical  Society 
initiatives,  Med-Net  and  Credentialing 
Connection. 

REPORTS  OF  ELECTED 
COMMITTEES 

Report  of  the  AMA  Delegation 

The  Delaware  delegation  to  the 
American  Medical  Association  has 
been  represented  by  Stephen  R. 
Permut  MD,  Chair;  Robert  G. 
Altschuler  MD,  Delegate;  James  P. 
Marvel,  Jr.  MD,  Delegate;  Michael 
J.  Bradley  DO,  Alternate  Delegate; 
Alfonso  P.  Ciarlo  MD.  Alternate 
Delegate;  Rafael  A.  Zaragoza  MD, 
Alternate  Delegate;  Timothy  Wong 
MD,  Resident  Delegate;  and  I. 
Favel  Chavin  MD,  Delegate- 
Emeritus. 

The  delegation  has  heightened  its 
activity  from  prior  years  with  all 
delegates  and  alternate  delegates 
attending  the  Annual  Meeting  of 
the  House  of  Delegates  and  a full 
delegation  of  delegates  attending 
the  Interim  Meeting.  This  new 
policy  of  attendance  has  created  a 
"true  presence”  for  Delaware  at  the 
AMA  House  of  Delegates,  thus 
giving  our  State  a greater  level  of 
recognition. 

The  activities  of  the  AMA  over  the 
past  year  have  been  many.  The 
highlights  have  been  the  change  in 
the  structure  of  the  AMA  as  a 
result  of  the  Consortium  to  Study 


the  Federation  of  Medicine.  This 
will  immediately  result  in  greater 
representation  of  specialty  societies 
in  the  House  of  Delegates  and,  over 
time,  representation  of  physicians 
by  mode  of  practice  and  areas  of 
special  interest,  e.g.,  minority 
groups,  women’s  groups,  inter- 
national medical  graduates,  etc. 

In  addition,  the  AMA  has  been  very 
active  legislatively  having  had 
major  input  into  the  Kennedy/ 
Kassebaum  Healthcare  Reform 
Bill,  preventing  Draconian  changes 
to  fraud  and  abuse  enforcement 
and  assuring  a demonstration 
project  for  medical  savings  accounts. 

In  addition,  AMA  activity  in  the 
Congress  related  to  antitrust 
changes  to  allow  some  antitrust 
protection  for  horizontal  integration 
of  physicians  has  resulted  in  a 
major  relaxation  of  the  FTC/ 
Department  of  Justice  regulations 
for  antitrust  violations  by 
physicians  attempting  to  integrate 
their  practices  for  managed  care 
contracting  purposes. 

Also  of  significance  during  the  past 
year  was  the  "changing  of  the 
guard"  from  James  Todd  MD  to  P. 
John  Seward  MD.  as  Executive 
Vice  President  for  the  American 
Medical  Association. 

Other  highlights  of  AMA  activities 
can  be  found  throughout  the  year  in 
the  Delaware  Medical  Journal.  The 
Delaware  delegation  to  the  AMA 
looks  forward  to  another  active 
year  beginning  in  Atlanta  at  this 
year’s  interim  meeting. 

Stephen  R.  Permut  MD 
Senior  Delegate,  AMA 

The  report  was  filed. 


Report  of  the  Budget  and  Finance 
Committee 

The  Budget  and  Finance  Committee 
met  two  times  this  year.  On  August 
7,  we  considered  the  preliminary 
1997  budget  which,  at  that  time, 
projected  a deficit  of  over  $40,000. 
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This  was,  in  part,  due  to  decreased 
revenue  from  the  Delaware  Medical 
Journal  advertising  income  and, 
once  again,  not  having  a specific 
forecast  for  the  MSD1S  dividend. 
Additionally,  costs  increased 
secondary  to  centralized  credential- 
ing,  MED-NET,  and  the  expansion 
of  the  Physicians’  Advocacy 
Program. 

Recommendations  were  presented 
to  the  Board,  which  considered  the 
projected  deficit.  The  Board  decided 
it  was  important  to  maintain  the 
original  budgeted  items  for  public 
relations,  travel  and  the  Alliance 
stipend  and  voted  to  keep  them 
unchanged.  The  Journal  advertising 
revenues  have  increased  over  the 
last  two  months  and  that  problem 
appears  to  be  lessening  on  its  own. 
Generating  more  revenue  through 
the  Public  and  Professional 
Education  and  Advocacy  Committee 
is  being  explored. 

At  the  October  8,  1996,  meeting,  we 
learned  that  the  dividend  from 
MSDIS  is  projected  to  be  $175,000 
and,  in  addition,  there  will  be  a 
contribution  to  the  Delaware 
Medical  Education  Foundation  of 
$20,000,  which  will  be  earmarked 
for  the  Society’s  Physicians’  Health 
Program.  Also,  it  should  be  noted 
that: 

1 . The  personnel  line  item  of 
salaries  includes  an  aggregate 
three  percent  cost-of-living 
adjustment  tor  the  Society’s 
staff. 

2.  There  is  an  increase  in 
personnel  for  the  Society’s 
Continuing  Medical  Education 
Program,  which  is  necessi- 
tated as  the  result  of 
additional  program  require- 
ments associated  with 
continued  ACCME  accredi- 
tation. 

3.  Several  expense  line  items 
have  increased  commensurate 
with  increased  Society 
activities  such  as  Board/ 
Committees,  Legal  Counsel, 
Office  Space,  and  Travel. 

4.  Public  relations  has  in- 
creased to  reflect  a five 
percent  increase  in  the  fees 
paid  to  the  Society’s 


Legislative  Specialist  in 
recognition  of  his  valuable 
service  to  Delaware  physic- 
ians. 

5. There  is  no  increase  in  dues 
anticipated  for  next  year, 
f his  is  the  second  year  the 
Society’s  dues,  which  are  the 
fifth  lowest  of  all  state 
Medical  Societies  in  the 
country,  have  remained 
unchanged. 

There  was  also  discussion  of  a new 
AMA  dues  program:  "Four  + One,” 
whereby  members  are  given  a fifth 
year  of  AMA  membership  free  in 
exchange  for  a four-year  committ- 
ment. There  was  lively  discussion 
and  the  committee  was  in  favor  of 
this  as  a service  to  the  membership, 
even  though  it  would  cost  the 
Society  a two  percent  fee  for  credit 
card  processing  for  those  members 
who  elected  this  option,  as  this  can 
only  be  paid  for  by  a credit  card. 

I would  like  to  give  thanks  to  the 
entire  committee  for  their  valuable 
contributions  and  suggestions  as 
we  evaluated  the  1997  budget. 

Garth  A.  Koniver  MD,  FACR 
Chair 

The  report  was  adopted  with  special 
note  that  there  will  be  no  increase  in  the 
dues  anticipated  for  1997  and  that  this  is 
possible  in  large  part  due  to  the 
estimated  dividends  of  approximately 
$195,000  from  MSDIS.  Please  refer  to 
page  42. 

Report  of  the  Committee  on  Ethics 

The  Committee  of  Medical  Ethics 
had  sessions  in  March  and  June  of 
1996.  The  next  meeting  is  scheduled 
for  December  4,  1996. 

As  stated  in  the  Bylaws  of  the 
Medical  Society  of  Delaware,  the 
function  of  the  committee  is  “to 
consider  and  make  recommendations 
to  the  Board  of  Trustees  for  formal 
policy  statements  on  issues 
concerning  the  ethics  of  medical 
practice,  the  profession  and  health 
care  delivery;  to  investigate  ethical 
problems  pertaining  to  the  relations 


A reference  committee  discusses 
resolutions  submitted  by  Society 
members. 


of  physicians  to  one  another  or  to 
the  public  and  make  recommen- 
dations to  the  Board;  and  to  be 
responsible  for  investigative  and 
disciplinary  procedures  outlined  in 
Article  XIV  of  the  Bylaws.” 

There  were  no  disciplinary 
procedures  referred  to  this 
committee  during  1996. 

The  first  meeting  of  the  committee 
was  held  on  March  20,  1996.  The 
guest  speaker  was  John  J.  Goodill 
MD,  who  distributed  several  articles 
and  presented  a series  of  overheads 
as  part  of  his  presentation  on 
“Managed  Care,  the  Good,  the  Bad, 
and  the  Ugly.”  Lie  commented  on 
the  need  to  maintain  the  doctor- 
patient  relationship  that  has  been 
the  focus  of  traditional  bioethics  in 
light  of  the  new  corporate  and 
institutional  ethics  of  managed 
care.  On  the  “Good”  list  were:  data 
management,  emphasis  on  preven- 
tive care/innovation;  practice 
guidelines/standards,  possible  cost 
control,  decreased  hospitalization, 
possible  decreased  utilization,  and 
decreased  unnecessary  care.  The 
“Bad”:  threat  to  doctor-patient 

relationship,  loss  of  continuity  of 
care,  withholding  of  needed  care, 
lack  of  support  for  research/ 
education,  and  questionable 
outcomes.  The  “Ugly”:  The  goal  is  to 
control  costs  and  maximize  profits. 
Who  is  managing,  what  is  the  goal, 
under  whose  authority,  and  to 
what  effect?  The  MCO  determines 
the  rules  of  engagement,  and  there 
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is  no  accountability  and  regulation. 
Dr.  Goodill  stated  that  Edmund  D. 
Pellegrino  MD,  Director  of  the 
Center  for  Clinical  Bioethics  at 
Georgetown  University  Medical 
Center,  in  his  article  on  “Interests, 
Obligations,  and  Justice:  Some 

Notes  Toward  an  Ethic  of  Managed 
Care"  (Winter  1995  issue  of  The 
Journal  of  Clinical  Ethics)  proposed 
that  the  “corporate  ethics”  of 
managed  care  should,  at  a 
minimum,  include  the  following 
ethical  components:  1)  It  should  be 
clear  to  all  that  the  physician’s 
primary  responsibility  is  to  the 
patient  with  whom  he/she  has  a 
covenant  of  trust;  2)  A physician 
has  a moral  obligation  to  use  only 
those  tests  or  treatments  that  are 
effective,  beneficial,  and  not  over- 
burdensome;  3)  Physicians  should 
not  enter  contracts  that  include 
financial  incentives  or  “gag”  clauses 
that  prevent  full  disclosure  to 
patients;  4)  Physicians  should  act 
collectively  to  resist  and  refuse  to 
participate  in  plans  that  de- 
monstrably do  harm  to  patients. 

The  second  meeting  was  held  on 
June  5,  1996,  and  the  subject  was 
“Physician-Assisted  Suicide.”  The 
evening  called  for  10-minute 
presentations  by  Robert  W.  Frelick 
MD,  Stephen  R.  Pennut  MD,  and 
Reverend  Pumphrey  with  a group 
discussion  to  follow.  Articles  on  the 
assisted-suicide  debate  were  mailed 
to  committee  members  prior  to  the 
meeting. 

Dr.  Frelick  presented  personal 
reflections  and  a timeline  on 
euthanasia  that  began  with  the 
Elippocratic  Oath  and  “do  no  harm” 
and  included  war-time  triage  of  the 
wounded,  the  hospice  movement, 
abortion  rights,  living  wills,  the 
Hemlock  Society,  the  Netherlands 
experience  with  euthanasia,  Dr. 
Kevorkian,  court  decisions  re- 
garding removal  of  life  support, 
efforts  to  promote  legal  euthanasia, 
the  difference  between  passive  and 
active  assisted  suicide,  and  the 
Delaware  status  of  advance 
directives.  He  noted  that  in  this 
country  and  in  Australia,  but  not  in 
most  of  the  rest  of  the  world,  it  is 
accepted  that  patients  should  be 


fully  informed  and  should  have 
choices.  He  mentioned  a study 
recently  published  in  the  New 

England  Journal  of  Medicine  about 
nurses  who  assisted  the  death 
process,  stating  that  he  was  not 
sure  of  its  implications  with 
respect  to  advance  directives.  Dr. 

Frelick  stressed  the  importance  of 

pain  control  and  the  need  to  do 
more  to  make  patients  comfortable. 
He  also  stressed  the  importance  of 
a proper  diagnosis  so  that  patients 
do  not  think  they  have  a terminal 
illness  when  in  fact  they  do  not. 

Reverend  Pumphrey  prefaced  his 
remarks  by  stating  that  he  did  not 
find  assisted  suicide  to  be  ethically 
acceptable,  procedurally  sound,  or 
good  public  policy.  His  presentation 
included  the  following  four  points: 
1)  the  debate  is  characterized  by 
politicized  sound  bites  and  there  is 
a need  for  more  responsible 
consideration;  2)  the  debate  is 
fueled  by  people’s  fears  of  dying 
among  strangers  and  loss  of 
control,  and  it  is  important  to 
emphasize  good  medical  care  for  a 
patient  at  this  time  rather  than  a 
quick-fix  such  as  physician-assisted 
suicide;  3)  the  debate  is  framed  in 
the  rights  claimed  by  vitalists  (life 
at  all  costs)  vs.  autonomists  (my 
right  to  tell  you  to  make  me  dead); 
4)  there  is  the  broader  consideration 
of  suffering  as  a consequence  of  our 
minimalist  communities,  for  which 
physician-assisted  suicide  should 
not  be  a nonnative  response. 

Dr.  Permut  stated  that  physicians 
may  not  like  it,  but  physician- 
assisted  suicide  is  an  issue  now.  He 
reported  that  decisions  by  the  2nd 
and  9th  Federal  Circuit  Courts  of 
Appeals  decisions  have  overturned 
laws  banning  physician-assisted 
suicide,  and  there  may  be  a case 
before  the  Supreme  Court  next 
term.  Arguments  in  favor  of 
physician-assisted  suicide  are 
similar  to  the  abortion  issue.  The 
Court  found  that  state  interests 
such  as  1)  preserving  life;  2) 
preventing  suicide;  3)  avoiding 
undue  involvement  and  influence 
by  third  parties;  4)  protection  of 
families  and  loved  ones;  5) 
protecting  the  integrity  of  the 


medical  profession;  and  6)  adverse 
consequences  of  a statute  being 
found  unconstitutional  were  not  as 
compelling  as  the  individual’s 
liberty  interest  in  controlling  the 
time  and  manner  of  one’s  death  as  a 
personal  decision  central  to  the 
protections  of  the  14th  amendment 
and  the  constitutional  right  to  die 
articulated  by  the  Supreme  Court 
in  the  Cruzan  case.  It  was  thought 
that  passage  of  the  Living  Will  bill 
then  before  the  Delaware  General 
Assembly  would  help  derail 
consideration  of  the  physician- 
assisted  suicide  issue.  He 
recommended,  however,  that  the 
Committee  on  Ethics  be  prepared 
to  play  a key  role  in  the  event  the 
Supreme  Court  upholds  physician- 
assisted  suicide  and  legislation  is 
passed  by  the  Delaware  General 
Assembly. 

Also  to  be  reported  is  that  in  1994, 
the  American  Medical  Association 
entered  into  a unique  and  critically 
important  public  relations  cam- 
paign by  actively  opposing  Oregon’s 
Proposition  16,  the  “Death  with 
Dignity”  ballot  initiative.  The  effort 
to  defeat  Proposition  16  was  a 
testament  to  the  new  AMA,  as 
described  in  the  Strategic  Directions 
and  Emphases. 

These  new  directions  focus  on  the 
AMA  as  a standard-setter  for  the 
physician  community,  including 
the  promulgation  of  ethical 
standards  for  the  practice  of 
medicine. 

The  AMA  Code  of  Medical  Ethics 
explicitly  states  that  “physician- 
assisted  suicide  is  fundamentally 
incompatible  with  the  physician’s 
role  as  healer,  would  be  difficult  or 
impossible  to  control,  and  would 
pose  serious  societal  risks.” 

Maurice  Liebesman  MD 
Chair 

The  report  was  filed. 


Report  of  the  Judicial  Council 

During  the  past  year  the  Judicial 
Council  was  called  upon  to  review 
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two  requests  for  dues  exemption. 
Both  requests  were  granted. 

No  other  issues  have  been  referred 
to  the  Judicial  Council  in  the  last 
year. 

I.  Favel  Chavin  MD 
Chair 

The  report  was  filed. 


REPORTS  OF  STANDING 
COMMITTEES 

Report  of  the  Bylaws  Committee 

Because  there  have  been  no 
proposals  for  amendments  to  the 
Bylaws  of  the  Medical  Society  of 
Delaware  since  the  last  House  of 
Delegates  meeting,  the  Bylaws 
Committee  has  not  met  during  the 
past  year,  and  there  are  no 
recommendations  at  this  time. 

Dene  T.  Walters  MD 
Chair 

The  report  was  filed. 


Report  of  the  Long-Range  Planning 
Committee 

Two  separate  for-profit  organi- 
zations have  been  fostered  and 
sponsored  by  actions  of  the  Long- 
Range  Planning  Committee.  The 
Credentialing  Connection  has  been 
established  and  is  operational.  A 
report  from  that  operation  is 
included  in  the  handbook.  MedNet 
of  Delaware,  also  a for-profit 
organization,  has  been  formed  and 
there  is  a separate  report  from  that 
organization.  Both  these  reports 
will  be  discussed  separately  as  part 
of  the  Long-Range  Planning 
Committee. 

Anthony  L.  Cucuzzella  MD 
Chair 

The  report  was  filed  with  commendation 
to  Dr.  Cucuzzella. 


Report  of  the  Credentialing 
Connection 

Since  first  mentioned  during 
various  reports  to  the  House  of 
Delegates  in  1995,  the  notion  of  a 
system  to  centralize  the  cre- 
dentialing process  for  Delaware 
physicians  has  come  to  fruition. 

Under  the  auspices  of  the 
Physicians’  Advocate,  round  table 
meetings  with  various  managed 
care  companies  held  in  1995 
supported  the  need  to  pursue  the 
idea  of  centralized  credentialing. 
On  December  14,  1995,  the  Board 
of  Trustees  approved  a business 
plan  prepared  by  a consultant, 
Michele  McFarlane,  President, 
AddVal,  Inc.  The  business  plan 
included  a three-phase  implemen- 
tation. First,  services  to  credential/ 
recredential  along  with  an 
application  completion  service 
would  be  offered  along  with 
seeking  National  Committee  for 
Quality  Assurance  (NCQA) 
accreditation  as  soon  as  possible. 
Secondly,  expansion  to  offering 
services  to  all  licensed  professionals 
in  the  field  of  medicine  would  be 
made  available.  Thirdly,  develop- 
ment and  implementation  of  Office 
Record  Reviews  for  Quality 
Assurance/Management  will  be 
implemented. 

A Director  for  the  program,  Gina 
Bodycot  RN  BSN  was  hired  in 
March  1996.  Before  joining 
Credentialing  Connection  she  held 
various  positions  at  AmeriHealth 
HMO  including  Director  of  Provider 
Relations  and  Director  of  Quality 
Management.  She  also  has 
experience  in  the  home  health  care 
arena  and  was  the  Director  of 
Health  Services  for  the  Visiting 
Nurse  Association  of  Delaware. 

Activities  since  then  have  included 
development  and  implementation 
of  an  overall  work  plan  and  policies 
and  procedures  were  then 
developed.  Working  with  Medical 
Society  of  Delaware  attorneys, 
HMO  and  hospital  contracts  and  a 
centralized  application  were 
drafted.  In  addition  six  software 
companies  were  interviewed  and 


James  H Wilton  , Chief  Executive  Officer 
of  Medical  Network  Management  Services 
of  Delaware,  Inc. 


demonstrations  took  place  over  the 
summer. 

A Credentials  Verification  Organi- 
zation (CVO)  Steering  Committee 
was  formed  and  the  first  meeting 
took  place  on  July  17,  1996.  Serving 
are:  Anthony  L.  Cucuzzella  MD; 

Leroy  B.  Buckler  MD;  Joseph  F. 
Kestner,  Jr.  MD;  Jeffry  I.  Komins 
MD;  and  Mark  A.  Meister.  Along 
with  operational  and  other  policy 
issues  including  a decision  to  name 
the  company  Credentialing 
Connection,  it  was  decided  that  the 
company  would  be  a wholly  owned, 
for-profit  subsidiary  of  the  Medical 
Society  of  Delaware. 

A comprehensive  marketing 
campaign  was  undertaken  during 
the  latter  part  of  August  1996. 
Each  practicing  physician  in  the 
state  of  Delaware  received  an 
information  packet  including  a 
brochure,  fee  schedule,  enrollment 
form  and  application.  Response 
has  been  favorable.  Ongoing 
discussions  are  taking  place  with 
various  HMOs  and  hospitals  after 
a comprehensive  mailing  similar  to 
the  one  received  by  the  physicians 
was  completed. 

At  the  September  12,  1996, 

Medical  Society  of  Delaware  Board 
of  Trustees  meeting,  the  CVO 
Steering  Committee  was  named  as 
the  Credentialing  Connection’s 
Interim  Board  of  Directors. 
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The  final  months  of  the  year  will 
yield  the  enrollment  and  oper- 
ationalization of  Credentialing 
Connection.  We  look  forward  to 
this  new  venture  assisting  both  the 
physicians  and  health  care 
organizations  who  desire  those 
services. 

Anthony  L.  Cucuzzella  MD 
Chair 

The  report  was  filed. 


Report  of  Med-Net  of  Delaware 

On  July  11,  1996,  the  Medical 

Society’s  Managed  Care  Strategy 
Initiative  (MCSI)  ended  its  intensive 
four  month  study  with  a report  to 
the  Board  of  Trustees.  That  report 
contained  specific  recommendations 
and  a strategy  for  implementation 
of  those  recommendations.  The 
Board  of  Trustees  unanimously 
approved  the  report  and  endorsed 
the  implementation  strategy  it 
contained.  It  was  the  belief  of  the 
Trustees  that  such  a pro-active 
step  is  crucial  if  Delaware 
physicians  are  to  be  properly 
positioned  to  meet  and  input  into 
the  future  changes  in  health  care. 
The  Trustees  authorized  MCSI’s 
original  steering  committee  to  fully 
implement  the  proposed  strategy. 

In  accordance  with  the  Trustee’s 
directive.  Medical  Network 
Management  Services  of  Delaware, 
Inc.  or  Med-Net  of  Delaware 
became  a reality  on  July  31,  1996. 
Med-Net  is  a wholly  owned  for- 
profit  corporate  subsidiary  of  the 
Medical  Society  of  Delaware.  Its 
purpose  is  to  enable  Delaware 
physicians  to  assume  a leadership 
role  in  the  delivery  of  quality 
medical  care  to  the  citizens  of  this 
state  by  fostering  appropriate 
strategic  alliances  among  the 
parties  integral  to  the  health  care 
delivery  system,  facilitating  the 
development  and  operation  of 
proper  medical  care  delivery  models 
and  promoting  physician  unity. 
Med-Net  is  a consulting  and 
administrative/management  ser- 
vices organization  designed  to  meet 
the  needs  of  physicians  in  an  ever- 


changing  managed  care  environ- 
ment. Specifically,  Med-Net 
performs  two  different,  yet 
complementary  services.  First,  it 
works  with  local  physicians  to  form 
precisely  structured  physician 
organizations  (PO)  capable  of 
entering  risk-bearing  contracts  for 
the  entire  professional  component. 
These  POs  are  for-profit  corporate 
entities  owned,  governed  and 
controlled  exclusively  by  local 
physicians.  Once  formed,  Med-Net 
assists  the  POs  to  contract  for  and 
managed  risk  and  medical 
resources.  Finally,  Med-Net 
contracts  with  the  PO  to  provide  its 
organizational  administrative 

support,  data  systems  and  claims 
processing.  Under  this  arrangement 
the  POs  own  the  contracts  and  the 
data  for  all  the  managed  care 
patients  for  which  they  contract. 
Med-Net  is  capable  of  contracting 
for  all  or  part  of  the  services  it 
offers  with  any  appropriate 
physician  entity 

Once  incorporated.  Med-Net 
immediately  began  working  to 
establish  the  formal  relationships 
to  enable  it  to  fulfill  its  purpose. 
First,  an  agreement  was  reached 
with  the  PennMed  Member  Service 
Company,  a subsidiary  of  the 
Pennsylvania  Medical  Society  to 
provide  advanced  training  and  full 
administrative  support  on  all 
aspects  and  in  all  phases  of  Med- 
Net’s  work.  This  enables  Med-Net 
to  consult  with  an  experienced  and 
physician-centered  confederate  in 
its  own  development.  It  also 
permits  Med-Net  to  offer  a 
complete  range  of  services 
immediately  through  strategic  out- 
sourcing. To  date  Med-Net 
personnel  have  participated  in  over 
5 formal  training  sessions  at 
PMSCO  and  have  accompanied 
PMSCO  consultants  on  over  7 
actual  physician  organization 
meetings  in  various  stages  of 
development. 

Simultaneously,  Med-Net  began 
working  with  many  of  its  former 
steering  committee  members  in 
local  regions  throughout  the  state 
to  begin  its  work  of  education  and 
development.  The  progress  in  this 


undertaking  has  been  gradual, 
steady  and  constant.  Med-Net  has 

held  over  12  formal  meetings  with 
physicians  or  group  representatives 
since  the  July  board  meeting  and 
has  two  formal  proposals  currently 

before  physician  groups. 

It  is  the  belief  of  the  Board  of 
Directors  that  the  stage  is  set  for 
major  physician  advancements  in 
the  managed  care  arena  Med-Net 
of  Delaware  is  on  the  cutting  edge, 
prepared  to  assist  in  that  advance, 

ushering  in  a new  and  balanced 

health  care  delivery  system  for  the 
citizens  of  Delaware. 

Anthony  L.  Cucuzzella,M.D. 

Chair 

The  report  was  filed. 


Report  of  the  Medical  Liability 
Committee 

There  was  a joint  meeting  of  the 
Medical  Liability  Insurance 
Committee  and  MSDIS  on  May  8, 
1996.  This  was  held  at  the 
University  and  Whist  Club  in 
Wilmington.  Also  present  were 
representatives  from  the  PHICO 
Insurance  Company  and  Mr. 
Frank  Wharton,  ZUTZ/PLI. 

PFIICO  announced  that  they  will 
be  submitting  to  the  Insurance 
Commissioner  some  marketing 
and  underwriting  enhancements, 
including:  the  reduction  from  the 

age  of  60  to  55  for  free  “Tail”  or 
extended  report  policy  eligibility; 
reduction  from  the  age  of  60  to  55 
for  part-time  credit  eligibility  for 
those  physicians  decreasing  the 
scope  of  their  practice;  and  locum 
tenens  coverage  up  to  five  times  a 
year,  not  to  exceed  30  days  each 
time  period.  The  premium  will  be 
prorated  according  to  class  and 
coverage  with  a minimum  premium 
of  $100.  In  addition  to  these 
enhancements,  PHICO  offered 
litigation  support  and  access  to 
brochures,  booklets,  and  videotapes. 
There  will  also  be  a quarterly 
newsletter  for  insured  physicians. 
The  representative  from  PHICO 
gave  a synopsis  of  the  1995 
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financial  results,  stating  that  the 
numbers  were  essentially  un- 
changed from  the  previous  year. 
The  net  written  premium  line  was 
discussed  with  an  explanation  of 
the  pay-out  to  one  of  PHICO’s 
reinsurers.  PHICO  continues  to 
maintain  an  “A”  rating. 

PHICO  announced  the  dividend 
calculation,  which  includes  a four- 
year  plan  review  which  yields  a 
dividend  disbursement  of  $232,453 
to  be  distributed  among  250-300 
physicians  who  were  insured 
during  1993  and  are  still  insured  by 
PHICO.  The  share  of  distribution 
will  be  based  upon  the  premium 
payment. 

They  also  announced  that  there 
will  most  likely  be  a 12  percent 
reduction  in  premiums  overall;  this 
will  be  filed  with  the  Insurance 
Commissioner  to  become  effective 
December  1,  1996.  PHICO 

representatives  also  commented  on 
the  benefits  of  insureds  not 
renewing  some  of  the  policies  a few 
years  back,  stating  that  if  those 
policies  had  been  kept  in  force, 
PHICO  would  be  filing  a rate 
increase  rather  than  a reduction. 
Fifteen  claims  have  been  closed 
with  a plaintiff  verdict  while  79 
had  litigation  discontinued. 
Increase  in  claims  for  Family 
Medicine  and  Internal  Medicine 
was  also  mentioned.  This  increase 
concurred  with  a summary  of 
claims  location  which  reflected  the 
increase  in  allegations  for  diagnostic 
related  and  improper  care  control 
claims  since  managed  care  and 
HMO  participation  had  increased. 
The  PHICO  malpractice  claims 
were  compared  with  other  plans, 
and  it  was  stated  that  PHICO  was 
most  competitive  among  leading 
carriers  in  Delaware.  The  number 
of  insureds  had  increased  from  376 
the  previous  year  to  534  this  past 
year. 

Another  combined  meeting  of 
MSDIS  with  the  Medical  Liability 
Insurance  Committee  is  scheduled 
for  November  5,  1996,  but  this  will 
be  too  late  to  be  included  in  this 
report. 


Sincere  thanks  to  the  committee 
members  and  to  Mark  Meister. 

James  Beebe,  Jr.  MD 
Chair 

I'hc  report  was  filed. 


Report  of  the  Medical  Review 
Committee 

Again,  there  were  no  requests 
during  the  past  year  for  review  and 
resolution  of  differences  in  regards 
to  professional  fee  services  by  the 
Medical  Review  Committee.  This  is 
largely  due  to  the  considerable 
changes  in  the  medical  environment 
and  the  effects  that  managed  care 
has  had  on  physician  fees.  The 
Committee  chairman,  however, 
remains  active  and  meets  with 
other  members  of  the  Society  and 
regularly  scheduled  meetings  with 
Blue  Cross  Blue  Shield  of  Delaware 
and  with  representatives  of  Aetna 
Health  Insurance  Company  and 
the  Delaware  Chamber  of 
Commerce. 

It  is  the  Chairman’s  intention  to 
continue  to  represent  the  Society  at 
these  meetings,  but  the  Medical 
Review  Committee  itself  need  meet 
only  on  specific  request. 

Anthony  L.  Cucuzzella  MD 
Chair 

The  report  was  filed. 


Report  of  the  Program  Committee 

The  Program  Committee  hereby 
records  for  the  official  record  the 
program  arranged  for  the  Annual 
Scientific  Session  of  the  Medical 
Society  of  Delaware  on  November 
16,  1996  (see  following  page).  The 
overall  objective  of  this  annual 
program  is  to  update  Delaware 
physicians  in  a broad  range  of 
specialties  on  significant  advances 
in  selected  areas  of  medicine. 

Steven  L.  Edell  DO  FACR 
Chair 


The  report  was  filed  with  commendation 
to  Dr.  Edell  and  his  committee  for  an 
excellent  program.  Everyone  was  urged 
to  stay  for  Dr.  McAfee’s  speech  at  lunch 
time. 

Report  of  the  Public  and 
Professional  Education  and 
Advocacy  Committee 

The  Public  and  Professional 
Education  and  Advocacy  Committee 
(PPEAC)  met  regularly  during  the 
fiscal  year.  The  attention  of  the 
committee  was  mainly  directed 
toward  the  continuing  medical 
education  program  of  the  Medical 
Society  of  Delaware. 

In  1996  the  Medical  Society  of 
Delaware  was  resurveyed  by  the 
Accreditation  Council  for  Contin- 
uing Medical  Education  (ACCME) 
and  awarded  accreditation  for  four 
years  as  a sponsor  of  continuing 
medical  education  for  physicians. 
ACCME  accreditation  seeks  to 
assure  both  physicians  and  the 
public  that  continuing  medical 
education  activities  meet  the  high 
standards  of  the  Essentials  and 
Standards  for  Accreditation  as 
specified  by  the  ACCME.  The 
Medical  Society  is  one  of  only  two 
organizations  in  the  state  accredited 
by  the  ACCME;  the  other  is  the 
Alfred  I.  du  Pont  Institute. 

During  the  past  year  the  PPEAC 
approved  guidelines  for  joint 
sponsorship  of  Category  1 CME 
programs.  Joint  sponsorship  is  an 
arrangement  in  which  an  accredited 
sponsor  jointly  sponsors  a CME 
activity  with  a nonaccredited 
entity  and  in  which  the  accredited 
sponsor  accepts  responsibility  that 
the  ACCME  Essentials  are  met. 
Discussion  of  joint  sponsorship  will 
continue,  as  the  ACCME  will  take  a 
final  vote  in  November  1996  on  a 
new  provision  regarding  partner- 
ships with  nonaccredited  programs. 
Under  the  new  provision  accredited 
sponsors  could  ensure  compliance 
with  the  Essentials  and  Standards 
when  jointly  sponsoring  an  activity 
without  actually  being  involved  at 
the  very  beginning  or  at  every  step 
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12:30  p.m. 

1:00  p.m. 
2:00  p.m 


207TH  ANNUAL  MEETING 

Saturday,  November  16,  1996 
Hotel  du  Pont,  Wilmington,  Delaware 

Medicine  and  Religion  Committee  Program 

(new  format  for  the  traditional  Prayer  Breakfast  for  1996) 

Breakfast  — Christina  Room 

Program  (All  physicians  and  spouses  are  invited)  — 

DuBarry  Room 

Service  to  Others:  Medical,  Religious,  Political  and  Social 
Interrelationships 

Presentations  by  William  Ardill  MD,  a medical 
missionary,  and  by  a speaker  from  Doctors  Without 
Borders 

Scientific  Session  - — DuBarry  Room 
Ethical  Issues  of  Managed  Care 
Norman  C.  Fost  MD  MPH 

decamp  Visiting  Professor  of  Bioethics,  Princeton  University; 
Director  of  Program  in  Medical  Ethics  and  Professor  of 
Pediatrics,  University  of  Wisconsin  Medical  School 

Intermission  — Exhibits 

Pumping  Blood  with  Skeletal  Muscle 
L A.  Geddes  M.E  PhD  FACC,  Showalter  Distinguished 
Professor  Emeritus  of  Bioengineering,  Purdue  University 

Medical  Knowledge  Acquired  from  Space  Exploration 
John  Charles  PhD,  NASA  Johnson  Space  Center 

Lunch  — Gold  Ballroom 

Family  Violence  — Is  It  Truly  a Public  Health  Problem? 
Robert  E.  McAfee  MD,  Past  President,  American  Medical 
Association 

Adjournment  of  Scientific  Program 


The  Medical  Society  of  Delaware  is  accredited  by  the  Accreditation  Council  for 
Continuing  Medical  Education  (ACCME)  to  sponsor  continuing  medical  education 
for  physicians 

The  Medical  Society  of  Delaware  designates  this  educational  activity  for  a 
maximum  of  5 hours  in  Category  1 credit  towards  the  AMA  Physician’s 
Recognition  Award  Each  physician  should  claim  only  those  hours  of  credit  that  he/ 
she  actually  spent  in  the  educational  activity. 

This  program  has  been  reviewed  and  is  acceptable  for  5 Prescribed  hours  by  the 
American  Academy  of  Family  Physicians. 

It  is  the  policy  of  the  Medical  Society  of  Delaware  to  comply  with  the  ACCME 
Guidelines  for  Commercial  Support  of  Continuing  Medical  Education  In  keeping 
with  these  standards,  all  faculty  participating  in  continuing  medical  education 
programs  sponsored  by  the  Medical  Society  of  Delaware  are  expected  to  disclose  to 
the  program  audience  any  real  or  apparent  conflict  of  interest  related  to  the 
content  of  their  presentations. 


of  the  planning  process.  The 
provision  is  a response  to  input 
from  accredited  CME  sponsors  and 
recognized  state  medical  societies 
and  will  facilitate  compliance  by 
the  Society  as  a sponsor  of  Category 
1 CME. 

As  of  October  2,  1996,  with  the 
approval  of  the  Educational 
Activities  Subcommittee  (EAS)  of 
the  PPEAC,  the  Medical  Society 
has  designated  47  activities, 
representing  210  individual 
sessions,  for  CME  credit  this  year. 
The  Medical  Society  was  able  to 
sponsor  all  programs  presented  for 
review,  as  the  criteria  for  CME 
Category  1 credits  were  met.  EAS 
members  include  Rebecca  Jaffe 
MD,  Kent  Sallee  MD,  Mark  A. 
Meister,  and  the  PPEAC  chair. 

In  March,  Peter  Mette  MD,  Vice 
Chair  of  the  PPEAC,  died  after 
several  years  of  extraordinary 
service  to  this  committee.  The 
committee  would  like  to  formally 
express  its  appreciation  for  his 
outstanding  contributions  to 
education  in  the  state  of  Delaware. 

The  Physicians  and  Educators  for 
Improved  Student  Health  program 
had  another  successful  year  with 
77  talks  presented  during  the 
1995-96  school  year. 

The  Doctor/Lawyer  Education.  Day 
took  place  on  March  7,  1996,  at 
various  schools  throughout  the 
state.  Twenty -two  physicians  from 
MSD  teamed  up  with  area  lawyers 
to  educate  children  about  the 
health  and  legal  implications  of 
using  drugs.  Plans  have  begun  to 
develop  the  1997  education  day 
expected  to  take  place  in  February 
1997. 

The  PPEAC  continued  its  Speakers’ 
Bureau  program  in  conjunction 
with  the  Division  of  Services  for 
Aging  and  Adults  with  Disabilities. 
The  bureau  was  handled  in 
conjunction  with  the  School  Health 
Talks  program.  In  March,  a 
physician  questionnaire  was  sent 
to  MSD  members  to  create  a roster 
of  speakers.  A list  of  available 
topics  was  disseminated  to  senior 
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centers,  and  three  talks  were 
scheduled  for  1996. 

The  Medical  Society  of  Delaware 
continues  to  be  the  accrediting 
organization  of  the  Delaware 
Continuing  Medical  Education 
Lecture  Series  for  physicians. 
During  the  1996-1997  year,  Beebe 
Medical  Center,  Nanticoke 
Memorial  Hospital,  and  Kent 
General  Hospital  are  participating. 
In  addition,  . the  Society  continues 
to  sponsor  two  all-day  seminars  for 
Milford  Memorial  Hospital. 

Virginia  U.  Collier  MD 
Chair 

The  report  was  filed.  The  Reference 
Committee  wished  to  honor  the  memory 
of  Dr.  Peter  Mette  for  his  years  of 

extraordinary  service.  In  addition  the 
committee  wished  to  commend  Dr. 
Collier  for  her  hard  work  in  leading  the 
committee  in  achieving  four  years  of 
accreditation  and  thank  staff  members 
Beverly  Dieffenbach  and  Heidi  Norman 
for  their  hard  work  with  the  application 

process. 

Report  of  the  Public  Laws  and 
Legislative  Action  Committees 

A summary  of  1995-1996  health  re- 
lated legislation  in  Delaware  and 
its  status  as  of  8/1/96  is  available 

from  the  Medical  Society. 

The  second  session  of  Delaware’s 
138th  General  Assembly  ended  in 
the  early  morning  hours  of  July  1st. 
Legislation  not  passed  during  the 
two-year  session  will  not  be  carried 
over  when  the  House  and  Senate 
convene  in  January  1997  for  the 
first  session  of  the  139th  General 
Assembly.  The  second  half  of  the 
138th  General  Assembly  saw  two 
changes:  Senator  Margaret  Rose 

Henry  changed  from  the  Republican 
side  to  the  Democratic  side, 
claiming  that  her  motivation  was 
based  on  not  being  able  to  tolerate 
the  national  Republican  changes 
brought  about  by  the  Republican 
majority  in  both  the  U.S.  Senate 
and  House  and  particularly  the 
policies  instituted  by  Congressman 


Gingrich.  In  the  House,  Represen- 
tative Dennis  Williams  replaced 
Dr.  Orlando  George,  who  was 
appointed  President  of  Delaware 
Technical  and  Community  College. 

In  the  Public  Laws  Committee,  we 
looked  at  46  Senate  Bills  and  84 
House  Bills.  The  complete  list  of  all 
these  bills  is  available  in  the  offices 
of  the  Medical  Society.  In  this 
report  I will  just  comment  on  a few. 

HB  321,  Fairness  and  Choice 
Under  Health  Benefits  Plans 

The  Society’s  effort  to  achieve 
passage  of  this  bill  was  not 
successful.  Opposition  came  from 
the  Delaware  Health  Care 
Commission,  the  Delaware  State 
Chamber  of  Commerce,  insurance 
companies  and  the  Administration. 
The  bill  was  reported  out  of  the 
Economic  Development/Banking 
and  Insurance  Committee  but  then 
was  assigned  to  the  Appropria- 
tions Committee  to  keep  it  from 
coming  to  a vote.  The  Society  will 
work  to  prepare  its  legislative 
strategy  for  managed  care 
regulatory  legislation  in  time  for 
the  139th  Session  of  the  General 
Assembly  in  1997. 

HB  124,  To  Provide  Immunity 
for  Physicians  and  Nurses  Who 
Volunteer  Services  for  Persons 
Without  Insurance 

HB  124  passed  the  House  in 
January,  much  to  the  surprise  of 
the  trial  lawyers  who  had  opposed 
it  strongly.  When  the  bill  went  to 
the  Senate,  the  lawyers  were  ready 
and  persuaded  Senator  Sharp  not 
to  let  it  out  of  the  Senate  Judiciary 
Committee.  Without  the  protection 
that  this  bill  would  have  offered, 
the  Society  will  probably  not  be 
able  to  follow  through  with  its  plan 
to  expand  the  Voluntary  Initiative 
Program. 

SB  408,  Living  Will  Bill 

After  SB  72,  pertaining  to  advance 
health  care  directives,  was 
withdrawn  by  Senator  McBride, 
who  stunned  Legislative  Hall  with 


Dr.  and  Mrs.  Jorge  A.  Pereira-Ogan  Dr. 
Pereira-Ogan  chairs  the  Public  Laws  and 
Legislative  Action  Committee 


this  action.  Senator  Sharp 
introduced  SB  408,  an  identical  bill 
that  passed  both  houses  and  was 
signed  by  the  Governor  on  6/26/96. 

HB  339,  Relating  to  Expert 
Witnesses 

HB  339  deletes  the  “locality  rule” 
that  states  a person  giving  expert 
medical  testimony  in  a health  care 
malpractice  case  must  be  familiar 
with  the  degree  of  skill  ordinarily 
employed  in  the  locality  where  the 
alleged  malpractice  occurred.  The 
bill  was  signed  into  law  on  6/30/96 
with  the  opposition  of  the  Medical 
Society,  which  urged  the  Governor 
to  veto  it  because  it  would  result  in 
an  increase  in  the  number  of  non- 
meritorious  suits.  The  Society 
intends  to  introduce  an  amendment 
tightening  the  requirements  for 
expert  witnesses  in  the  next 
Legislative  Session. 

SB  403,  Relating  to  the 
Industrial  Accident  Board 

SB  403  amends  a law  that  was 
already  on  the  books  pertaining  to 
IAB  hearings.  The  Society  had 
concerns  about  this  bill,  but  the 
Governor  signed  it  into  law  on 
7/18/96. 
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SB  435,  Relating  to  Driver’s 
License  Qualifications  for 
Persons  Subject  to  Loss  of 
Consciousness 

SB  435  allows  a person  who  is 
subject  to  loss  of  consciousness  due 
to  disease  of  the  central  nervous 
system  to  obtain  a driver’s  license 
upon  certification  by  the  treating 
physician  that  the  person’s  infirmity 
is  under  control.  The  Delaware 
Code  states  that  “No  physician  who 
examines  a person  and  provides  a 
certificate  in  good  faith  in 
accordance  with  this  paragraph 
shall  be  subject  to  any  civil  or 
criminal  liability  on  account  of 
having  provided  the  certificate.  SB 
435  was  signed  by  the  Governor  on 
7/9/96. 

SB  449,  To  Prohibit  Insurance 
Companies  and  HMOs  from 
Using  Gag  Clauses 

This  bill,  which  was  introduced 
late  in  the  session  by  Senator 
Blevins,  passed  both  houses  and 
has  been  signed  by  the  Governor. 

HS  2 for  HB  433,  Relating  to  a 
Statewide  Trauma  Care  System 

This  Bill,  which  establishes  the 
Division  of  Public  Health  as  the 
lead  agency  with  responsibility  and 
authority  to  implement  a statewide 
trauma  care  system,  was  signed 
7/8/96. 

HB  626,  Relating  to  HIV 
Counseling  for  All  Pregnant 
Women 

This  was  supported  by  the  Society 
and  was  signed  into  law  on  7/17/96. 

HB  340,  To  Provide  Parity  of 
Health  Insurance  Benefits  for 
Mental  and  Physical  Illness 

HB  340  was  reported  out  of  the 
House  Economic  Development/ 
Banking  and  Insurance  Committee 
on  June  26.  The  bill  did  not  come  up 
for  a vote.  The  Medical  Society, 
with  help  from  the  Psychiatric 
Society,  a coalition  of  mental 
health  service  providers  and  the 
Governor’s  Advisory  Council  on 


Alcoholism,  Drug  Abuse  and  Mental 
Health  plans  to  rewrite  a parity  bill 
and  introduce  it  in  the  next  session. 
We  hope  to  have  more  support, 
since  at  the  national  level  a parity 
bill  was  just  made  into  law  and  also 
because  several  states  have 

successfully  passed  parity  bills. 

HB  259,  Optometrists’ 
Prescriptive  Authority 

This  bill  was  left  in  the  House 

Labor  Committee  at  the  end  of  the 
session. 

Definition  of  Surgery 

The  Medical  Society  of  Delaware 
has  decided  to  defer  to  the  Board  of 
Medical  Practice  regarding  a 

definition  of  surgery.  The  Joint 
Sunset  Committee  rescinded  its 
earlier  recommendation  that  the 
statute  be  amended  to  include  a 
definition  of  surgery.  The  Medical 
Society  of  Delaware  and  the  Board 
of  Medical  Practice  continue  to 
support  inclusion  of  a definition  of 
surgery  in  the  Delaware  Code. 

I certainly  hope  that  the  139th 
General  Assembly  will  be  more 
successful  in  passing  legislation 
that  our  Medical  Society  wants  and 
needs.  I look  forward  to  continuing 
to  work  with  my  two  committees 
and  the  Board  of  Trustees  of  the 
Medical  Society  to  accomplish  our 
goals. 

Throughout  the  year,  I have 
continued  to  attend  fund-raisers  for 
legislators  who  are  friendly  to 
medicine,  making  them  aware  of 
the  key  legislative  issues  that  the 
Society  is  seeking  to  legislate. 

At  the  risk  of  being  repetitive,  1 
have  to  once  more  thank  the 
Executive  Director  and  the  Associate 
Executive  Director  of  the  State 
Medical  Society,  Mr.  Mark  Meister 
and  Mrs.  Beverly  Dieffenbach  for 
their  help.  Finally,  1 want  to  thank 

all  the  members  of  these  two 
committees  for  their  contributions. 

I would  like  to  appeal  to  the 
membership  of  the  Society  at  large 
for  more  people  to  volunteer  to 
participate  in  these  two  committees. 


which  need  as  much  input  from  a 
multidisciplinary  aspect  as  possible. 
I also  want  to  thank  Phil  Corrozi 
and  express  my  gratitude  to  him 
for  lending  us  his  experience  and 
expertise,  which  has  made  the 
work  of  these  committees  a lot 
more  enjoyable. 

Jorge  A.  Pereira-Ogan  MD 
Chair 

The  report  was  filed  with  commendation 
to  Dr.  Pereira-Ogan. 

Report  of  the  Publication  and 
Editorial  Committee 

One  meeting  of  this  committee  was 
planned  during  1996  to  consider 
having  Suburban  Marketing 
Association  (SMA),  which  publishes 
Delaware  Today,  take  over 
publication  of  the  Delaware  Medical 
Journal  (DMJ).  At  the  last  minute 
SMA  notified  us  that  because  of  a 
lack  of  profit  potential  they  were  no 
longer  interested,  so  our  committee 
meeting  was  cancelled. 

A sharp  drop  in  advertising 
revenue  early  in  the  year  produced 
a larger  than  usual  deficit  in  our 
operation.  Remedial  steps  have 
restored  revenue  to  near  the 
previous  level  and  we  anticipate 
revenues  of  about  $66,000  for  1997, 
plus  our  usual  charge  of  $10  per 
dues  paying  member  for  the  year. 

Our  Editorial  Board  was  re- 
organized, giving  members  who 
have  served  over  three  years  a 
chance  to  resign.  New  members 
with  an  interest  in  writing  have 
been  sought  to  replace  them.  In 
addition  we  have  developed  an 
anonymous  review  panel  of  about 
60  physicians  willing  to  review  and 
critique  manuscripts  we  receive  for 
publication. 

Finally,  I should  like  to  request 
that  a search  committee  be  formed 
to  designate  my  successor  as 
Editor,  with  a tentative  transition 
at  the  end  of  1997. 

E.  Wayne  Martz  MD 
Chairman 
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The  report,  including  the  request  for  a 
search  committee  to  replace  Dr.  Martz, 
was  adopted  with  commendation  to  Dr. 
Martz  for  his  years  of  excellent  service. 

REPORT  OF  THE 
NOMINATING  COMMITTEE 

A meeting  of  the  Nominating 
Committee  was  held  in  Dover  on 
October  10,  1996,  to  consider 

positions  to  be  filled  by  the  House  of 
Delegates  at  its  meeting  on 
November  15,  1996.  The  following 
nominations  were  made: 

President 

Paul  E.  Howard  MD 
President-Elect 

Stephen  S.  Grubbs  MD 
Vice  President 

Martin  G.  Begley  MD 
Secretary 

Joseph  F.  Rubacky  III  DO 
Treasurer 

Garth  A.  Koniver  MD 
Speaker  of  the  House 

Roger  B.  Thomas,  Jr.  MD 
Vice  Speaker  of  the  House 
Leslie  W.  Whitney  MD 
Representative  to  the  Delaware 
Academy  of  Medicine 

Joseph  F.  Kestner,  Jr.  MD 
Delegate,  American  Medical 
Association 

James  P.  Marvel,  Jr.  MD 

(two-year  term  to  expire  12/31/98) 

Alternate  Delegate,  American 
Medical  Association 
Michael  J.  Bradley  DO 

(two-year  term  to  expire  12/31/98) 

Judicial  Council 

Harry  A.  Lehman  III  MD 
Thomas  J.  Maxwell  MD 

(three-year  terms  to  expire  1 1/99) 

Elected  Committees 

(one-year  terms) 

Budget  and  Finance  Committee 
Anthony  L.  Cucuzzella  MD 
J.  Hamilton  Easter  MD 
Stephen  S.  Grubbs  MD 
Joseph  E.  Ha'cker  III  MD 
Ali  Z.  Hameli  MD 
Garth  A.  Koniver  MD 
E.  Wayne  Martz  MD 
Thomas  J.  Maxwell  MD 
William  L.  Medford,  Jr.  MD 


Janice  E.  Tildon-Burton  MD 
Thomas  S.  Vates  MD 
Filomeno  T.  Viloria  MD 

Committee  on  Ethics 

Mehdi  Balakhani  MD 

Rhoslyn  J.  Bishoff  MD 

Garrett  H.  C.  Colmorgen  MD 

Evan  H.  Crain  MD 

Daniel  L.  DePietropaolo  MD 

The  Honorable  Joseph  G.  Di  Pinto 

Paul  T.  Durbin,  PhD 

Beth  N.  Fisher  DO 

Robert  W.  Frelick  MD 

John  J.  Goodill  MD 

Michael  J.  Guarino  MD 

Carol  Guy  MD 

Robert  E.  Heckman  MD 

William  L.  Jaffee  MD 

Maurice  Liebesman  MD 

Ananth  P.  Nabha  MD 

Wm.  R.  Nottingham,  Jr.  MD 

Stephen  R.  Permut  MD 

Edward  F.  Quinn  III  MD 

Harold  S.  Ratal  MD 

Barbara  A.  Zajac  MD 

Rev.  Judy  Zingaro 

Medical  Society  of  Delaware 
Subsidiary  Organization 
Board  Members 

(one-year  terms  unless  otherwise  specified) 

Credentialing  Connection 

Anthony  L.  Cucuzzella  MD 
Leroy  B.  Buckler  MD 
Joseph  F.  Kestner,  Jr.  MD 
Jeffry  I.  Komins  MD 
James  P.  Marvel,  Jr.  MD 
Mark  A.  Meister 
James  S.  Reilly  MD 

MedNet  of  Delaware 

Michael  J.  Bradley  DO 
Anthony  L.  Cucuzzella  MD 
William  B.  Funk  MD 
Stephen  S.  Grubbs  MD 
Daniel  Lindenstruth  MD 
Mark  A.  Meister 
Carol  A.  Tavani  MD 
James  H.  Wilton 

Medical  Society  of  Delaware 
Insurance  Services 
Robert  G.  Altschuler  MD 
Thomas  W.  Fiss,  Jr.  MD 
Stephen  S.  Grubbs  MD 
Joseph  F.  Kestner,  Jr.  MD 
James  P.  Marvel,  Jr.  MD 
Thomas  J.  Maxwell  MD 


Mark  A.  Meister 
Joseph  F.  Rubacky  III  DO 
Rafael  Z.  Zaragoza  MD 

Delaware  Foundation  for 
Medical  Services 

(three-year  terms  to  expire  12/31/99) 

Michael  J.  Bradley  DO 
Charles  G.  Wagner  MD 

Nominees  for  the  Board  of 
Medical  Practice 

(three-year  terms  beginning  in  1997) 

Kent  County 

Brett  Elliott,  Jr.  MD 
T.  Noble  Jarrell  III  MD 
Francis  A.  Marro  MD 
William  A.  Rosenfeld  MD 
New  Castle  County 

Michael  A.  Alexander  MD 
S.  Charles  Bean  MD 
Robert  W.  Cox  MD 
Barry  Denenberg  MD 
Lois  W.  Dow  MD 
Janet  P.  Kramer  MD 
David  C.  Lamed  MD 
Edward  J.  McConnell  MD 
Carl  E.  Turner  MD 
Sussex  County 

Stephen  M.  Fanto  MD 
Casey  J.  Graybeal  MD 
Teresa  H.  Keller  MD 

Respectfully  submitted, 

Paul  E.  Howard  MD.  Chairman 
Michael  J.  Bradley  DO 
Leo  W.  Raisis  MD 
Richard  H.  Sherman  MD 
Stephen  F.  Wetherill  MD 

The  report  of  the  Nominating  Committee 
was  adopted  by  the  House  of  Delegates. 
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Speaker  of  the  House,  Roger  B.  Thomas, 
Jr  MD  along  with  JoeRubacky  DO. 


RESOLUTIONS 
Resolution  96-1 

Introduced  by:  David  Platt  MD 

Subject:  HMO  Funding  for  Medical  Research,  Medical 

Training,  and  Indigent  Care 


Whereas,  the  long  term  health  of  Delaware  citizens  requires  that  adequate 
funding  be  available  for  medical  research,  training  of  medical  personnel, 
and  coverage  of  indigent  care;  and 

Whereas,  more  and  more  Delaware  citizens  receive  their  care  through 
HMOs;  and 

Whereas,  HMOs  do  not  now  supply  funding  for  medical  research,  training 
of  medical  personnel,  and  coverage  of  indigent  care;  and 

Whereas,  the  Medical  Society  of  Delaware  is  vitally  interested  in  the 
health  of  all  citizens  of  Delaware;  now  therefore  be  it 

Resolved,  that  the  Medical  Society  of  Delaware  urge  the  Delaware  State 
Legislature  to  require  all  HMOs  functioning  in  Delaware  to  fund 
adequately  their  fair  share  of  the  expenses  of  medical  research,  medical 
training,  and  indigent  care. 


The  Reference  Committee  recommended  adoption  of  Resolution  96-1  with  the 
following  Substitute  Resolved: 


Resolved,  that  the  Medical  Society  of  Delaware  urge  the  Delaware  Health 
Care  Commission  and  the  Delaware  State  Legislature  to  address  solutions 
to  the  inadequacy  of  funding  of  medical  research,  medical  training  and 
indigent  care  which  have  resulted  from  the  changes  produced  by  managed 
care. 


Resolution  96-1  as  amended  by  the  above  substitute  Resolved  was  adopted  by  the 
House  of  Delegates. 


Resolution  96-2 

Introduced  by:  Robert  Abel.  Jr.  MD 

Subject:  Complementary  Medical  Systems/Nutrition 


Whereas,  many  patients  receive  care  and  information  from  non- 
physicians or  alternative  practitioners  who  are  not  responsible  for  or 

informed  of  patients  primary  medical  care;  and 

Whereas,  physicians  have  not  been  trained  in  complementary  medical 
systems  or  received  adequate  training  in  nutrition;  and 

Whereas,  the  medical  literature  is  burgeoning  with  cohort,  blinded  and 
prospective  studies  about  the  value  of  nutrition  for  such  entities  as 

coronary  artery  disease,  cataracts  and  cancer,  etc;  and 

Whereas,  the  Delaware  Academy  of  Family  Practice  sponsored  an 

accredited  CME  credit  course  (10/02/96)  on  nutrition  and  alternative 
medical  practices  which  was  well  attended;  now  therefore  be  it 


Resolved,  that  the  Medical  Society  of  Delaware  encourage  the  following: 
that  all  Society  members  become  more  aware  of  nutrition,  that  current 
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information  about  nutrition  be  shared  so  that  physicians  can  incorporate 

it  into  their  practices,  that  affiliated  medical  schools  provide  CME  credits 
for  appropriate  courses  on  nutrition  and  complementary  medicine,  and 

that  the  AMA  draft  a similar  resolution,  supporting  physician  awareness 

and  access  to  current  information  about  nutritional  systems. 

The  Reference  Committee  recommended  adoption  of  Resolution  96-2  with  the 
following  substitute  Resolved: 

Resolved,  that  the  Medical  Society  of  Delaware  encourage  that  all  Society  members 

become  more  aware  of  nutrition. 

Resolution  96-2  as  amended  by  the  above  substitute  Resolved  was  adopted  by  the 
House  of  Delegates. 


Resolution  96-3 

Introduced  by:  Shahla  V.  Mousavi  MD  FACIP 

Subject:  Referral  to  Specialists/Approval  of  Diagnostic  Testing 


Whereas,  the  sole  purpose  of  purchasing  health  insurance  is  to  obtain 
better  medical  services;  and 

Whereas,  in  the  past  several  years  some  health  insurance  companies  have 

discouraged  primary  care  physicians  from  referring  patients  to 
specialists,  which  is  not  in  the  best  interest  of  patients;  and 

Whereas,  more  and  more  insurance  companies  have  also  been  refusing 
approval  of  diagnostic  testing  and  physicians  must  spend  hours  and  hours 

on  the  telephone  attempting  to  obtain  approval,  which  is  most  likely 
denied  especially  if  it  is  an  expensive  test  such  as  MRI;  and 

Whereas,  in  cases  of  drastic  and  unfavorable  results  because  of  incorrect 

diagnosis  followed  by  inappropriate  treatment,  which  may  lead  to  the 
patient’s  death  or  disability,  the  insurance  companies  will  not  be  liable  and 
only  the  physicians  will  carry  the  burden  of  liability;  and 

Whereas,  such  practices  will  not  only  cause  a decline  in  the  quality  of 
patient  care  but  will  also  pollute  the  physician-patient  relationship;  now 

therefore  be  it 

Resolved,  that  the  Medical  Society  of  Delaware  support  the  lifting  of 
incentives  for  insurance  companies  to  prevent  referral  of  patients  to 
specialty  care  and  approval  of  diagnostic  testing  within  reason. 


The  Reference  Committee  recommended  adoption  of  Resolution  96-3. 
Resolution  96-3  was  adopted  by  the  House  of  Delegates. 


Resolution  96-4 

Introduced  by:  The  Delaware  Chapter  of  the  American  College  of 

Emergency  Physicians 

Subject:  Establishment  of  an  Ad  Hoc  EMS  Task  Force 


Whereas,  Emergency  Medical  Service  (EMS)  is  available  to  citizens 
throughout  the  state;  and 

Whereas,  EMS  embodies  all  elements  of  patient  care  from  the  time  of  the 
incident  through  arrival  at  the  hospital;  and 

Whereas,  these  elements  of  patient  care  are  provided  by  a variety  of 
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Donald  T.  Lewers  MD,  Michael  Bradley 
DO,  and  Paul  Howard  MD. 


dispatchers,  ambulance  personnel,  paramedics;  and 

Whereas,  these  personnel  provide  ever  increasing  levels  of  care,  which 
requires  physician  oversight;  now  therefore  be  it 

Resolved,  that  the  Medical  Society  of  Delaware  establish  an  ad  hoc 
committee  to  study  the  current  level  of  service  provided  by  EMS  in 
Delaware;  and  be  it  further 

Resolved,  that  areas  within  EMS  requiring  medical  direction  are  to  be 

identified;  and  be  it  further 

Resolved,  that  this  ad  hoc  committee  also  examine  existing  regulatory  and 
legislative  authority  and  make  recommendations  to  the  Medical  Society 

for  areas  needing  additional  legislation  or  amendment  in  order  to  promote 
medical  direction  in  appropriate  areas  within  EMS. 

The  Reference  Committee  recommended  that  Resolution  96-4  be  adopted  with  the 
third  Resolved  restated  for  clarification  to  read  as  follows: 

Resolved,  that  this  ad  hoc  committee  also  examine  existing  regulatory  and  legislative 

authority  and  make  recommendation  to  the  Board  of  Trustees  of  the  Medical  Society 
of  Delaware  to  propose  specific  legislative  action  in  order  to  promote  medical 

direction  in  appropriate  areas  within  EMS. 

It  was  noted  that  this  editorial  change,  which  was  accepted  by  the  authors  of  the 

Resolution,  would  allow  action  on  the  Resolution  rather  than  waiting  until  next 

year’s  House  of  Delegates. 

Resolution  96-4  as  amended  by  the  above  substitute  Resolved  was  adopted  by  the 

House  of  Delegates. 

Resolution  96-5,  Emergency  Resolution 

The  Reference  Committee  recommended  as  part  of  its  recommendations  regarding 
Reports  of  the  Specialty  Societies  that  the  Board  of  Trustees  investigate  specialty 

representation  within  the  Medical  Society  of  Delaware  patterned  after  the  AMA’s 
study  of  the  Federation  of  Medicine. 

The  Speaker  of  the  House  ruled,  because  this  item  was  not  on  the  agenda  circulated 
for  the  meeting,  that  it  would  be  necessary  to  introduce  it  as  an  emergency 
resolution.  The  House  voted  to  accept  this  as  an  item  of  business.  It  was  noted  that 
favorable  action  on  late  resolutions  requires  the  affirmative  vote  of  three  quarters  of 
all  delegates  present  and  voting. 

The  House  then  adopted  a motion  amending  the  Resolution  to  include  mode  of 
practice  as  well  as  specialty  representation. 

Resolved,  that  the  Board  of  Trustees  investigate,  patterned  after  the  American 
Medical  Association’s  study  of  the  Federation  of  Medicine,  representation  by 
specialty  and  by  mode  of  practice  within  the  Medical  Society  of  Delaware. 

Resolution  96-5  was  adopted  by  the  House  of  Delegates. 


The  remainder  of  the  reports  considered  at  the  House  of  Delegates 
meeting  will  be  published  in  the  February  1997  issue  of  the  Delaware 
Medical  Journal. 

The  complete  report  of  the  Proceedings  of  the  1996  House  of  Delegates  is 
on  file  at  the  Medical  Society  office  and  is  available  to  members. 
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Sunday  - Friday 
November  2-7,  1997 

Sponsored  Annually  by 

ALLEGHENY 
UNIVERSITY 

OF  THE  HEALTH  SCIENCES 
MCP  ♦ Hahnemann  School  of  Medicine 

co-sponsored  by 

Council  on  Clinical  Cardiology  of  the 


American  Heart 
Associations, 


Location:  Wyndham  Franklin  Plaza  Hotel, 

Philadelphia,  Pennsylvania 

Why  Should  You  Attend  This  Board  Review  Course! 

• The  Original  Philadelphia  Cardiovascular  Board  Review. ..offered  since  1983 

• Over  90%  pass  rate! 

• More  days , more  hours , more  lectures,  more  topics  than  other  courses. 

• Geared  exclusively  for  taking  the  Boards;  contains  all  the  required  subjects^ 

• Most  comprehensive  course  syllabus 

• Fee  includes  breakfasts,  luncheons,  breaks  and  a reception 

• Low  hotel  rates  with  discounted  parking -close  to  great  i^aunhRsJ^ihpping,  theaters,  museums,  and  sports 

• Course  faculty  of  nationally-known  scholars  wiiyn^de^l^ongofliers  George  A.  Beller,  M.D., 

Richard  Conti,  M.D.,  Maria  R.  Costanzo,  M.I1,  Beri^Mj.NS^^i,  M.D.,Ami  E.  Iskandrian,  M.D.,  Francis  E. 
Marchlinski,  M.D.,  Robert  Roberts,  M.D.,  Beryar^^egal,  M.D., Alexander  G.G.Turpie,  M.D. 


or  esoteric  topics 


ician  with  an  intensive  in-depth  review  of  the  clinical 
it  of  cardiovascular  diseases. 


This  program  is  designed  to  provider 
manifestations,  pathophysiologyfawl  tsXeat 

Allegheny  University  of  thei^lth  Sci  Hahnemann  School  of  Medicine  is  accredited  by  the  Accreditation  Council  for  Continuing  Medical 

Education  (ACCME)  tp_sp< Ay  o^-~o  n tin uN^^dedical  education  for  physicians. 

Allegheny  UniversitnMQ  1 ♦d  lahmmann  School  of  Medicine  designates  this  educational  activity  for  a maximum  of  50.0  hours  in  category  1 credit  towards 
thcAMA  Physy  Ntn  s Re/ogniKi^A\vard.  Each  physician  should  claim  only  those  hours  of  credit  that  he/she  actually  spent  in  the  educational  activity. 

This  FT\S£Kim  is  e^iblU>5T50.0  credit  hours  in  Category  2A  of  the  American  Osteopathic  Association. 

All  faii~ym^rticipMing  in  continuing  medical  education  programs  sponsored  by  Allegheny  University  are  expected  to  disclose  to  the  audience  any  real  or 
apparewoW/lictfs)  of  interest  related  to  the  content  of  their  presentation. 

*Register  by  July  1,  1997  to  take  advantage  of  the  $125.00  “earlybird”  discount. 

Call  215-762-8264  for  information  or  a brochure. 


CROZER 

• • • • 


Crozer-Chester  Medical  Center 


Reproductive  Endocrinology 


and  Fertility  Center 

Our  in  vitro  fertilization  success  rate  is  among  the  best  in  the  nation. 

In  1 995,  we  experienced  a significantly  higher  success  rate 
for  our  in  vitro  fertilization  procedures  than  the  national 
average  of  only  1 9 percent. 

What  makes  Crozer  so  successful  at  helping  more  couples  become 
parents?  One  reason  is  our  director,  Albert  El-Roeiy,  M.D..  Board- 
certified  in  both  ob/gyn  and  reproductive  endocrinology,  Dr.  El-Roeiy 
limits  his  practice  to  reproductive  endocrinology.  He  and  his  associate, 
Michael  C.  Summers,  M.D.,  Ph.D.  offer  the  latest  solutions  to  fertility 
problems  that  used  to  be  untreatable. 

For  more  information  about  how  he  may  be  able  to  assist  you  in 
meeting  your  patients'  needs,  please  call 

610.447.2727 

His  three  office  locations  are  convenient  for  those  residing  in  Delaware: 

CrozeR'Chester  Medical  Center 

One  Medical  Center  Blvd. 

Upland,  PA  19013 


CrozeR'Keystone  Center  for  Women’s  Health 
Rockwood  Office  Park 
Carr  Road 
Wilmington,  DE 


Westown  Business  Center 
McDaniel  Drive 
West  Chester,  PA 


CROZER 

KEYSTO' 


Health  Syst 


PHYSICAL  THERAPY 


at  Hockessin 


John  Bradley,  P.T.  Stephen  Rapposelli,  P.T. 

Professionals  Dedicated 
to  Your  Patient's  Health 

▼ Thorough  Evaluation  & 
Treatment 

▼ Close  Contact  with 
Referring  Physician 

▼ Convenient  Location 

▼ Individualized  Attention  to 
Your  Patients 

T Rapid  Response  to  Referrals 


720  Yorklyn  Road  T Suite  110  Hockessin,  De  19707 


(302)  234-2288 


Sixth  Annual  Meeting  & Clinical  Congress 

of  the  American  Association  of  Clinical  Endocrinologists 

“principles  and  practice  of  endocrinology * 

April  16-20,  1997  • Marriott  • Philadelphia 


Educational  programs 
designed  for  clinical 
endocrinologists 

(37.5  CME  hours.  Category  I) 

Outstanding  nationally 
reknown  speakers 

Opportunity  to  network 
with  over  1,000 
physician  colleagues 


American  College 
of  Endocrinology 
Induction  of  Fellows 


I st  Annual 

Spouse/Guest  Program 


State  Chapter  & 

Fellows-in-Training 

Programs 


For  more  details,  contact  AACE  - 

Phone:  904-353-7878  • FAX:  904-353-8185  • To  register  on  line:  http://www.aace.com 


K§ntmere 

A Not-for-profit 

Community  Nursing  Care  Center 

Love.  Compassion.  Companionship. 

Creative  activity.  A warm  comfortable 
homelike  atmosphere  for  hundreds  of 
men  and  women  since  1901.  Skilled  and 
Intermediate  Care.  Special  Care  for 
Alzheimer's  patients. 

We  re  Medicaid  and  Medicare 
approved.  When  you  need  a nursing 
care  center  for  one  of  your  patients, 
consider  Kentmere.  For  information 
call  Yvonne  Dinneen  at  302/652-3311. 

Operated  by  The  Home  of  Merciful  Rest  Society,  Inc. 

A Caring  Environment 
Since  1901 

1900  Lovering  Avenue  Wilmington.  Delaware 
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The  Delaware  Medical  Journal  is 
a monthly  publication  of  the  Medi- 
cal Society  of  Delaware.  The  Jour- 
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one  month  prior  to  publication. 

All  advertisements  are  subject  to 
approval  by  the  Publications  Com- 
mittee of  the  Medical  Society  of 
Delaware. 

For  a media  kit  or  for  more  infor- 
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Wilmington  Airport 


The  Optimum 
Referral  Option 


The  Arbors  at  New  Castle 
Subacute  and  Rehabilitation 
Center  is  a 120-bed  Center 
specializing  in  providing  the 
area's  finest  subacute, 
rehabilitation  and  basic 
healthcare  services. 

In  today's  cost  conscious 
environment,  healthcare 
roviders  are  increasingly 
eing  asked  to  produce 
optimal  medical  results  at 


minimal  costs.  That's 
precisely  what  the  Arbors 
at  New  Castle  is  designed, 
staffed  and  equipped  to  do. 

When  combined  with 
our  physician-driven 
interdisciplinary  team 
approach  to  delivering 
care,  our  subacute  care  helps 
high  acuity  patients  recover 
quickly,  at  costs  that  are 
30-60%  less  than  comparable 
care  in  an  acute  care  setting. 


In  addition  to  our  basic 
healthcare  services,  we 
provide  care  through 
specialized  subacute 
programs  in  the  areas  of: 

A Respiratory 

A Medical  Rehabilitation 

A Digestive  Diseases 

A Cardiac  Recovery 

A Infusion  Therapy 

A Wound  Care 


Hospital 


Buena  Vista  Drive 


For  more  information 
and  a copy  of  our  video 
call  328-2580. 


ARBOR 

ARBORS  AT  NEW  CASTLE 

Subacute  and  Rehabilitation  Center 
32  Buena  Vista  Drive 
New  Castle,  DE  19720 

(302)  328-2580 


Introducing  PNC  Private  Bank. 

Now  the  team  of  people  who  manage  your  financial 
affairs  can  be  just  that:  a team.  People  who  work 
together,  with  the  same  goal:  to  realize  your  vision  of 
the  future.  PNC  Private  Bank  brings  together  every 
service  you  need  under  one  roof,  backed  by  150 
years  of  professional  money  management  experience 


and  the  resources  of  one  of  the  country’s  largest 
financial  institutions,  with  over  $73  billion  in  assets. 
No  conflicts  of  interest.  No  misinterpretations.  Just 
the  synergy  that  can  only  come  when  everyone  who 
works  with  you  works  with  each  other  as  well.  To 
experience  the  difference,  call  Helen  M.  Zumsteg  at 
302-429-2822. 


PNC  PRIVATE  BANK 


Ever  wish  your  broker,  your  trust  officer 
and  your  banker  had  more  in  common? 


A single  vision  of  your  future,  for  example? 


Investments  • Trusts  • Banking  Services 


PNC.  Private  Bank  is  a service  mark  of  PNC  Bank  Corp.  Banking  and  trust  services  are  provided  by  PNC  Bank,  Delaware,  member  FDIC.  Brokerage  services  are 
offered  through  PNC  Brokerage  Corp,  a registered  broker-dealer  and  member  SIPC.  PNC  Brokerage  Corp  is  a subsidiary  of  PNC  Bank,  N.A. 

PNC  Bank  is  not  a broker-dealer. 
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Community  Imaging  Center 
At  Limestone  Meets 
All  Your  Medical  Imaging  Needs. 


Limestone  Medical  Center 

1941  Limestone  Road,  Suite  214 

Wilmington,  DE  19808 

Telephone:  (302)  892-6200 

Fax:  (302)  892-6206 

Internet:  www.communitymed.com 


David  S.  Grubbs,  M.D.,  FACC,  FACP 
Medical  Director 

Frank  DiGregorio,  CNMT,  RDMS 
Director  of  Diagnostic  Imaging 


Community  Imaging  Center  Offers: 


Therapy 

1- 131  Thyroid  Ablation 
Strontium/Bone  Metastases 

Cardiology 

Cardiovascular  Stress  Test 

2- D  Echocardiogram 
ECG 

Holter  Monitor 
Loop  Monitor- 
Signal  Averaged  ECG 

Ultrasound 

Abdominal 

Breast 

Extremity 

Obstetrical 


Pelvic 

Retroperitoneal 

Testicular 

Thyroid 

Transvaginal 

Vascular  Ultrasound 

Arterial  Duplex  Scan 
Carotid  Duplex 
Venous  Duplex  Scan 

Nuclear  Medicine 

Abcess  Localization 
Brain  Scan 
Bone  Scan 
First  Pass 

Gastric  Emptying  Scan 


Gastrointestinal  (GI)  Bleed  Scan 
Gated  Blood  Pool  (MUGA)  Scan 
Hepatobilary  (HIDA)  Scan 
Liver  and  Spleen  Scan 
Lung  Scan 
Meckel’s  Scan 

SPECT  Myocardial  Perfusion  Scan 
(Cardiolite  or  Thallium) 
Parathyroid  Scan 
Renal  Scan 
Testicular  Scan 

Thyroid  Carcinoma  Metastases 
Imaging 
Thyroid  Scan 
Tumor  Localization 


Offering  imaging  with: 


Cardiolite 


Prompt,  courteous  service 


Test  results  available  in  24  hours  or  less  • All  positive  tests  called  and  faxed 


There’s  a Community  Medical  Center  Near  You: 


Silverside  Medical  Center 


2700  Silverside  Road 
Wilmington  (302)  478-1100 
Medical  Aid  Unit 
Laboratory 
X-Ray 


Limestone  Medical  Center 


1941  Limestone  Road 
Wilmington  (302)  992-0500 
Medical  Aid  Unit 
Laboratory 
X-Ray 

Ambulatory  Surgery 
Community  Imaging  Center 
Nuclear  Medicine 
Ultrasound 
Cardiology 
Therapy 


Community 
^edical  (are,  ]nc 


(immunity  Jmaging  (enter 


A division  of  Community  Medical  Care,  Inc. 


Sewing  and  managing  the  outpatient  needs  of  the  community 
with  quality,  affordable  medical  care  since  1978 


Specialized  technology. 
Personalized  care. 


Full-color  tomographic,  “Bull’s  eye”  and  3-dimensional  results  of  a Spect 
Thallium-201  perfusion  scan  help  determine  extent  of  myocardial  ischemia. 


Every  result  of  every  test  performed  at  the 
Cardiac  Diagnostic  Center  is  personally  inter- 
preted by  a cardiologist — and  in  your  hands  in 
less  than  48  hours  — so  you  can  follow  up  with 
your  patient  as  soon  as  possible  and  begin  treat- 
ment, if  necessary. 

Cardiac  Diagnostic  Center,  a division  of 
Cardiology  Consultants,  P.A.,  performs  a broader 
range  of  non-invasive  cardiac  procedures  than 
any  other  diagnostic  center  in  the  area.  In  fact, 
the  above  illustrated  Spect  Thallium-201  perfu- 
sion scan  is  just  one  of  the 
many  fast,  reliable,  compre- 
hensive non-invasive  tests  we 
offer,  including: 


• Electrocardiogram  (ECG) 

• Treadmill  Exercise  ECG  (Stress  Test) 

• Persantine  or  Dobutamine  Stress  Test 

• MUGA  Scan 

• Echocardiography  (Doppler  and  Color  flow) 

• 24-hour  Event  Recorder  (Hoi ter) 

• 30-day  Event  Recorder  (Loop) 

• Stress  Echocardiography 

• 24-hour  Blood  Pressure  Monitor 

Call  (302)  994-6500  for  the  specialized  technology 
and  the  personalized  care  you  want  for  your 
patients.  Refer  them  to  the 

G1RDMC  Cardiac  Diagnostic  Center- 

DL4GNOSTC 


for  caring  beyond  technology. 


CENTER 


For  caring  beyond  technology 


Consultants: 

Kevin  M.  Boyle,  M.D. 

Arthur  W.  Colbourn,  M.D. 
Barry  S.  Denenberg,  M.D. 
Andrew  J.  Doorey,  M.D. 
Edward  M.  Goldenberg,  M.D. 
Richard  F.  Gordon,  M.D. 
Ronald  L.  Lewis,  D.O. 
Raymond  E.  Miller,  M.D. 
Michael  J.  Pasquale,  M.D. 


Paul  C.  Pennock,  M.D. 

David  Ramos,  M.D. 

James  M.  Ritter,  M.D. 
Michael  E.  Stillabower,  M.D. 
Henry  L.  Weiner,  M.D. 

Mark  R.  Zolnick,  M.D. 


3105  Limestone  Road 
Suite  202 

Wilmington,  DE  19808 
(302)  994-6500 

(Saturday  hours  available) 


3521  Silverside  Road 
Concord  Plaza 
Quillen  Building,  Suite  1A 
Wilmington,  DE  19810 
(302)477-6500 

Medical  Office  Building 
540  South  Governors  Avenue 
Suite  10  IB 
Dover,  DE  19904 
(302)672-1890 
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Instructions  to  Authors 

The  Delaware  Medical  Journal  (DMJ)  is  owned  and  published  by  the 
Medical  Society  of  Delaware  as  a medium  of  communication,  education 
and  expression  for  its  members,  and  also  for  others  striving  for  excellence 
in  medical  practice.  Articles  in  the  DMJ  are  intended  to  be  scientific  and 
educational  and  are  not  intended  to  reflect  standards  of  medical  care.  All 
material  published  is  under  copyright.  On  receipt  of  material  submitted 
for  publication,  a suitable  release  form  will  be  sent  for  signature  by  all 
authors. 

Scientific  articles  on  medical  matters  are  especially  welcomed,  including 
case  reports,  clinical  experiences,  observations  and  information  on  matters 
relevant  to  medical  practice.  Other  material  may  also  be  accepted  if  the 
editorial  staff  deems  it  of  interest  to  DAFT  readers.  All  submissions  should 
include  a brief  summary. 

It  is  highly  recommended  that  authors  familiarize  themselves  with  DMJ 
style  before  submitting  manuscripts  for  consideration. 

All  material  for  publication  should  be  submitted  either  on  a 3 1/2" 
computer  diskette  in  WordPerfect  6.0,  or  typed  or  printed  out  on  good- 
quality  paper  (one  side  only,  double-spaced,  one-inch  margins).  The  ideal 
manuscript  length  is  two  to  1 2 pages.  Up  to  1 2 references  per  manuscript 
will  be  accepted,  each  keyed  with  superscripts  in  the  text  in  the  order 
cited.  The  format  should  follow  that  used  in  the  Index  Medicus.  Authors 
are  responsible  for  the  accuracy  of  the  citations. 

Graphs,  charts  and  black-and-white  glossy  photographs  are  accepted  if 
important  to  the  understanding  of  the  text,  but  should  not  exceed  four  or 
five  pieces.  Each  should  have  a label  affixed  on  its  back  indicating  its  name, 
number,  and  “top."  A separate  legend  should  be  provided  for  each.  Do  not 
write  on  the  back,  or  scratch  or  mar  them  using  paperclips.  Do  not  mount 
them  on  cardboard. 

Photos  of  patients  should  generally  be  taken  in  a way  that  obscures  the 
patient’s  identity.  Photos  in  which  a patient’s  face  must  be  clearly  seen, 
however,  must  be  accompanied  by  signed  release  forms. 

All  manuscripts  are  reviewed  by  the  editor  and  all  scientific  articles  are 
then  sent  for  peer  review  by  members  of  the  Editorial  Board  and/or  other 
appropriate  physicians.  The  usual  processing  time  to  publication  is  two 
to  four  months,  though  in  some  circumstances  this  may  be  longer  or 
shorter. 
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A PHYSICAL 
CHECK  UP  IS 
IMPORTANT. 

SO  IS  AN 

INSURANCE 

CHECKUP 


When  a patient  tells  you,  “I  can’t  take  the  time  for  a check  up,”  your  response 
usually  goes  something  like,  “You  have  to  make  time  for  your  own  health.” 

The  same  holds  true  with  your  insurance  program.  We  know  you’re  busy,  but  “You 
have  to  make  time  for  the  health  of  your  protection.”  We  can  save  you  time  (and 
money)  by  handling  all  your  insurance  needs . . . professional  and  personal. 

Also,  when  you  use  MSDIS/PLI/ZUTZ,  the  Medical  Society  benefits  as  well. 

Call  MSDIS/PLI/ZUTZ  at  658-8000  today, 

An  insurance  check  up  today  could  prevent  a major  financial  crisis  tomorrow. 


Medical  Society  of  Delaware  Insurance  Services,  Inc. 
1925  Lovering  Avenue  • Wilmington,  DE  19806 
571-0986 


PLL 


Harry  Dmvki  Zutz  Insurance,  Inc. 


Advanced  CT  Imaging 
at  Three  Locations 


Brandywine  Imaging  Center, 

Omega  Imaging  Center,  Pike  Imaging  Center 


Diagnostic  Imaging  Associates,  P.A.  has  three  locations  in 
Northern  Delaware  providing  advanced  Computerized  Tomography  (CT)  imaging; 
Brandywine  Imaging  Center  in  North  Wilmington,  Pike  Creek  Imaging  Center 
in  the  Pike  Creek  area  and  Omega  Imaging  Associates  for  your  patients 
in  the  Newark  area.  DIA’s  high  resolution  scanners  are  capable  of 
dynamic  scanning  and  spatial  resolution  of  .5  millimeters.  Each  facility  has  a 
board  certified  radiologist  on  staff  with  special  fellowship  training  in  body  CT.  For  your 
convenience,  patients  can  be  scheduled  same  day  with  wet  reading  faxed  immediately. 


Diagnostic  Imaging  Associates  accepts  virtually  all  HMO,  PPO  and 
Fee  For  Service  health  insurance  plans  including; 

Principal,  US  Healthcare  and  all  Blue  Cross  Blue  Shield  programs 

❖ 

Our  full  range  of  out-patient  imaging  services  include: 

• High-Field  MRI  • New  spiral  CT  scanning  • Ultrasound  including  Color  Doppler 
• Fluoroscopy  • Mammography  • Nuclear  Medicine  and  General  X-ray 

For  information  and  the  office  nearest  you,  please  call  302-425-4DLA. 
“At  DLA  we  strive  to  be  the  best  not  the  biggest” 

R-=^  Diagnostic  Imaging  Associates,  PA 

Brandywine  Imaging  Center  • 701  Foulk  Road  • Suite  E-1  • Wilmington  • 654-5300 

==  Omega  Imaging  Associates  • L-6  Omega  Professional  Center  • Newark  • 738-9300 
==  Omega  Magnetic  Resonance  Imaging  Center  • L-6  Omega  Professional  Center  • Newark  • 738-9300 
Omega  Medical  Center  • K-15  Omega  Professional  Center  • Newark  • 368-5100 
Omega  Nuclear  Diagnostic  Center  • K-15  Omega  Professional  Center  • Newark  • 368-8150 
Pike  Creek  Imaging  Center  • 3105  Limestone  Road  • Suite  106  • Wilmington  • 995-2037 
Wilmington  Magnetic  Resonance  Imaging  Center  • 1020  Union  Street  • Wilmington  • 427-9855 
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Managed  Care  - A Great  Concept 


Managed  Care  is  a concept  that  should  be 
enthusiastically  embraced  by  physicians.  Now 
that  1 have  gotten  your  attention  (and,  perhaps 
raised  the  hair  on  the  back  of  your  neck),  I will 
elaborate. 

The  key  word  in  that  lead-in  sentence  is  ... 
concept.  Unfortunately,  the  events  which  occur 
in  converting  concept  to  practice  often  rob  a 
concept  of  much  of  its  merit,  or  worse,  bastardize 
the  concept  to  the  point  that  the  end  results  are 
quite  different  than  those  intended.  So  it  has 
been  with  managed  health  care  delivery.  The 
concept  is  great;  but  the  application  is  greatly 
lacking. 

Physicians  do  not,  by  and  large,  take  exception  to 
the  purported  goals  of  managed  health  care: 
getting  patients  the  care  they  need  (and  only  the 
care  they  need),  when  they  need  it,  and  all  of  this 
at  a reasonable  cost.  Who  could  argue  with  these 
basic  premises?  They,  in  fact,  get  to  the  very  root 
of  the  practice  of  medicine;  physicians  should  be 
striving  for  these  goals  every  time  they  "manage" 
a patient.  But  you  and  I have  known  for  a long 
time  that  this  is  not  what  the  managed  care 
industry  is  really  all  about.  Not  surprisingly,  the 
general  public  (patients,  employers,  legislators) 
are  learning  this  lesson.  What  the  managed  care 
industry  is  all  about  is  controlling  expenses  (quite 
often  regardless  of  the  costs  to  patients)  in  order 
to  maintain  a healthy  profit  margin  for 
stockholders  and  exorbitant  bonuses  for  CEOs 
and  Plan  Administrators.  If  this  sounds  harsh,  it 
is  because  I believe  that  language  should  be  harsh 
in  discussing  such  actions.  These  "managers"  of 


health  care  are  nothing  other  than  robber- 
barons.  They  have  no  interest  in  patients'  health; 
most  of  them  will  move  on  to  other  lucrative 
endeavors  when  they  have  bled  the  system  dry,  or 
when  legislation  limits  their  activities  to  the  point 
the  industry  is  no  longer  attractive  to  them,  or 
when  providers  seize  control  from  them. 

We  will  soon  see  legislative  initiatives  impacting 
in  this  arena.  The  prohibition  of  gag  clauses 

almost  became  Federal  Law  last  year,  and 
probably  will  become  such  this  year.  Further- 

more, legislation  and/or  regulatory  initiatives 
will  be  addressing  the  issue  of  financial 

disincentives  to  providing  care  - be  it  in  the  form 
of  an  office  visit,  procedure,  diagnostic  test,  or 
referral.  The  AMA  has  a long-standing  policy  in 
opposition  to  such  disincentives.  Moreover,  most 
physicians  do  not  like  the  idea  of  being  paid  for  not 
doing  something.  (Like  farm  subsidies?)  Even 
less  palatable  is  the  thought  that  one  might  be 

financially  penalized  (or  "disenrolled")  for 
practicing  in  a way  that  best  serves  the  interests 
of  one's  patients.  (I  expressed  this  opinion  quite 
bluntly  at  a recent  meeting  with  representatives 

from  Aetna-US  Healthcare.) 

The  problem  is,  or  course,  that  the  medical  care 
delivery  systems  of  our  nation  are  in  need  of 
managing.  The  delivery  of  medical  care  in  our 
country  has  become  very  expensive  - too 
expensive.  This  is  largely  due  to  inefficiencies 
which  can  be  controlled. 

Physicians  have  made  great  efforts  in  recent 
years  to  examine  their  practice  patterns  to  judge 
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if  we  are,  indeed,  practicing  efficiently.  I suppose 
that  one  could  argue  that  this  has  not  occurred  by 
choice,  but  rather,  has  been  forced  upon  us. 
Nevertheless,  it  has  occurred,  and  practice 
patterns  have  been  altered.  Who  has  benefited 
from  this?  Mostly,  the  robber-barons.  We  must 
change  this. 

We  have  always  managed  patients.  We  must  now 
assume  the  roles  of  managers  of  the  health  care 


industry  or  we  will  witness  more  and  more 
erosion  of  our  options  and  discretionary  freedom 
in  managing  patients. 

Until  next  time, 


Paul  E.  Howard,  M.D. 
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Annual  Scientific  Program  Summary 


E.  Wayne  Martz,  M.D. 


Again  this  year  I attended  the  Scientific  Sessions  as  an  observer  or  reporter,  to  write  up  and  summarize 
the  presentations,  as  a service  to  those  of  our  members  who  were  unable  to  attend.  All  my  write  ups 
were  sent  to  the  speakers  for  their  approval  or  modification.  The  following  report,  with  the  exception 
of  Dr.  Norman  Fost's  summary,  is  the  result  of  this  effort. 


Service  to  Others  — Medical,  Religious,  Political  and  Social  Interrelationships 

William  Ardill,  M.D. 


As  a windup  of  Saturday 
morning’s  Prayer  Breakfast 
and  the  initiation  of  the  day’s 
Scientific  Program,  surgical 
missionary  William  Ardill, 

M.D.  with  SIM  International 
spent  an  hour  presenting  his 
work  at  the  Evangel  Hospital 
in  Jos,  Nigeria.  He  showed 
slides  of  challenging  surgical 
problems  he  has  encountered 
and  discussed  ways  in  which 
the  climate,  geography,  his- 
tory, culture  and  social  mores 
of  West  Africa  determine  the  patterns  of  disease 
and  disabilities  that  present  at  his  hospital. 

Europeans  who  initially  explored  West  Africa 
tended  to  settle  near  the  coast  and  these  areas  are 
largely  “Christian.”  Health  care  was  used  as  an 

aid  in  spreading  the  Christian  message  wherever 
missionaries  traveled.  The  northern  regions  of 
West  Africa  are  largely  Moslem  because  of  the 
spread  of  Islam  from  North  Africa.  In  between  are 
many  tribal  religions  which  are  often  integrated 


into  both  Christianity  and 
Islam. 

Native  or  traditional  healers 
and  witch  doctors  usually 
have  first  contact  with  pa- 
tients. Their  “treatments” 
are  often  harmful  so  by  the 
time  patients  reach  the 
mission  hospital,  it  is  difficult 
to  sort  out  the  original 
disease  from  the  “treatment.” 
In  some  tribes,  the  belief  that 
congenital  anomalies  are 
punishment  for  parental  sins  leads  to  either  the 
abandonment  or  hiding  of  these  children.  Many 
die,  but  survivors  are  seen  with  advanced  and 
often  grotesque  deformities. 

Many  patients  travel  hundreds  of  miles  to  reach 
Evangel  Hospital.  Because  of  this  hardship  on 
patients,  everything  must  be  completed  in  one 
stay.  Patients  requiring  staged  surgical  repairs  of 
disfiguring  conditions  must  stay  at  the  hospital  for 
many  months  and  follow-up  is  almost  impossible. 
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Because  of  the  influence  of  Islam  and  tribal 
beliefs,  social  interactions  between  men  and 
women  are  very  restricted.  Women  have  little 
social  or  political  standing  and  are  often  given  in 
marriage  at  an  early  age.  Successful  Moslem  men 
often  take  three  or  four  wives.  Some  of  these  child 
brides  have  very  small  pelvises  which  lead  to 
serious  obstetrical  injuries  and  lifelong  fistulas. 
These  disabling  problems  ostracize  these 
unfortunate  women.  Evangel  Hospital  provides 
free  surgical  care  for  these  women  and  helps 
rehabilitate  them  back  into  their  communities. 

Prostitution  and  immorality  are  widespread  and 
lead  to  the  sequelae  of  venereal  diseases.  This 
results  in  infections  and  infertility  in  women  and 
strictures  in  men.  AIDS  is  increasing  with  little 
impact  on  sexual  behavior. 

All  of  the  coastal  countries  of  West  Africa  have  a 
wet  season  and  a dry  season.  In  the  dry  season  a 
strong  wind  blows  from  the  interior  Sahara 

Desert  bringing  clouds  of  dust  like  a smog.  Eye 
ailments  of  all  types  are  rampant.  The  rainy 
season  brings  its  own  problems  with  an  increase 
in  malaria,  infectious  diseases  and  sanitation 
problems. 

Nigeria  is  the  most  densely  populated  country  in 

West  Africa  with  110  million  people  crowded  in  an 

area  only  one-third  larger  than  Texas.  Life  is  a 
continuous  struggle  for  survival  amidst  rampant 
corruption  and  dishonesty.  Medications  from 
supposedly  reliable  sources  are  often  fake  and 
useless.  There  is  no  reliable  electricity  or  potable 

water  supply.  Appropriate  disposal  of  sewage  and 
garbage  are  also  ongoing  concerns.  The  hospital 


has  been  forced  to  develop  its  own  solutions  to 
these  problems  which  were  never  included  in  Dr. 
Ardill’s  prior  training. 

Dr.  Ardill  summarized  the  pros  and  cons  of  his 
experience  as  follows: 

Cons 

1 . Inadequate  funds 

2.  Dubious  water  supply  and  no  reliable 
source  of  electricity 

3.  Limited  and  unreliable  pharmaceutical 
and  medical  supplies 

4 . Lack  of  trained  personnel 

5.  Minimal  laboratory.  X-ray  and  pathology 
services 

6.  No  radiation  therapy  and  very  little 
chemotherapy 

7 . No  follow-up 

Pros 

1 . Very  dedicated  staff  and  many  training 
opportunities 

2.  Grateful  patients  and  families 

3 . Interesting  and  challenging  pathology 

4.  No  malpractice  problems  and  no  govern- 
ment intervention 

5.  Desirable  family  life  style 

6.  Cross-cultural  and  travel  opportunities 

7.  Work  related  to  a higher  purpose 

For  further  information,  Dr.  Ardill  can  be  con- 
tacted at  289  Tolstoy  Lane,  Severna  Park,  MD 
21146  ([410]  518-6680)  or  through  his  organiza- 
tion: SIM  International,  Box  7900,  Charlotte,  NC 
28241. 


Ethical  Issues  of  Managed  Care 
Norman  C.  Fost,  M.D.,  M.P.H. 


Dr.  Fost,  a man  of  impeccable  education  and 
accomplishments,  gave  a tightly  reasoned 
presentation  and  analysis  of  the  economic  issues 
causing  the  current  cataclysm  in  the  medical  care 
industry,  the  attempts  being  made  to  remedy  the 
problems,  chiefly  the  explosion  in  managed  care, 
and  the  ethical  moral  dilemmas  involved.  As  with 
most  prophets  of  ages  past,  his  message  may  not 
be  welcomed,  as  people  often  don’t  believe  what 
they  don’t  want  to  hear,  but  if  we  ignore  it,  we  do 
so  at  our  own  peril. 


Managed  care  has  developed  as  a direct 
outgrowth  of  the  uncontrolled  inflation  of  health 
care  costs,  which  are  now  a leading  cause  of 
business  failures  and  bankruptcies,  and  have 
gone  from  5 percent  to  15  percent  of  our  GNP  in  20 
years,  and  are  now  50  percent  to  300  percent 
higher  per  capita  than  any  other  developed 
nation  in  the  world.  In  spite  of  this,  access  to 
medical  care  is  steadily  worsening,  and  we  have 
nothing  to  show  for  it  in  terms  of  any  measure  of 
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the  health  or  longevity  of  our  populace.  These 
costs  are  making  us  noncompetitive  in  interna- 
tional markets,  which  in  turn  leads  to  an  ever- 
widening  trade  deficit  and  thus  a relentlessly 
growing  national  debt  — a recipe  for  disaster. 


etc.).  A beneficial  side  effect  could  be  greater 
attention  to  preventive  measures.  If  doctors  are 
being  paid  per  capita  it  behooves  them  to  keep 
their  patients  healthy.  Greater  efficiency 
rewards  everyone. 


Efforts  to  control  this  run- 
away inflation  have  focused 
so  far  on  eliminating  waste, 
which  is  reliably  estimated  at 
$50  billion  to  $100  billion  per 
year  of  administrative  costs, 

$100  billion  to  $200  billion  per 
year  of  useless  or  unneeded 
services,  and  $4  billion  to  $8 
billion  per  year  of  defensive 
medical  practices.  Managed 
care  seeks  to  find  incentives 
for  both  consumers  and 
physicians  to  control  costs, 
but  these  only  attack  the  useless  or  unneeded 
services.  Clearly,  some  explicit  rationing  will  also 
become  necessary,  implying  cut  backs  in  wanted 
and  needed  services.  These  cut  backs  will 
inevitably  cause  conflicts,  anger  and  harm  to 
some  patients,  and  will  jeopardize  the  doctor/ 
patient  trust  relationship.  It  is  primarily  here 
that  questions  of  ethics  will  arise.  How  can  we 
deny  our  patients  services  that  are  wanted  and 
needed?  The  ethical  conflicts  discussed  were 
confidentiality  and  conflicts  of  interest.  The 
former  is  almost  a non-issue.  There  are  so  many 
exceptions  that  true  confidentiality  ceased  to 
exist  long  ago.  However,  conflicts  exist  relative  to 
over-treatment  and  under-treatment  with  safe- 
guards already  in  place  for  both  (e.g.,  second 
opinions,  medical  staff  organizations  and  review 
committees,  the  tort  system,  practice  guidelines, 


There  are  residual  concerns 
relative  to  educational  costs, 
research  and  a three-tiered 
system  of  care  (affluent, 
managed  care  and  indigent 
care).  There  will  not  be  much 
room  for  cost-shifting.  Con- 
sumers will  be  better  in- 
formed and  more  involved,  as 
is  being  seen  already. 

Are  these  measures  working 
to  control  costs?  We  cannot 
tell  yet.  A 1 percent  drop  in 
the  past  year  may  be  just  a blip  in  a long  climb.  As 
Dr.  Fost  emphasized  repeatedly,  control  of  waste 
is  a one-time,  short-term  gain.  The  slope  of  the 
inflation  line  remains  the  same  and  is  due  to  other 
factors,  such  as  growth  in  technology.  The  seeds 
of  inflation  are  sown  in  our  success  in  keeping 
patients  alive  to  generate  ever  greater  costs. 

Dr.  Fost  pointed  out  that  managed  care 
organizations  need  not  be  for  profit.  Public  and 
private  anger  over  the  money  being  removed 
from  the  system  for  dividends,  marketing  and 
obscene  management  compensation  may  force 
changes.  In  some  ways  we  will  be  exchanging  a de 
facto  rationing  system  that  penalizes  the  poor  and 
working  poor  by  deferred  access,  to  one  that  is 
overt  and  explicit. 


Pumping  Blood  with  Skeletal  Muscle 
L.  A.  Geddes,  M.E.,  Ph.D.,  F.A.C.C.,  F.R.S.M. 


Dr.  Geddes  was  originally  educated  as  an 
engineer,  but  became  interested  in  human 
physiology,  and  most  specifically,  cardiac 
physiology.  His  presentation  became  our  10:30 
a.m.  class,  and  I am  confident  that  all  of  us  felt 
that  we  were  back  in  medical  school  with  an 
outstanding  physiology  professor.  He  told  us  that 
when  we  want  to  use  skeletal  muscle  to  pump 
blood,  there  are  only  three  things  we  need  to 
remember: 


1 . A single  electrical  stimulus  applied  to  a 
muscle  produces  only  a twitch.  In  order  to 
do  useful  work  one  must  produce  a 
sustained  contraction,  and  this  takes  a 
rapid  series  of  stimuli,  producing  a 
tetanic  contraction. 

2.  Starling’s  Law  still  applies.  It  says  that 
the  force  of  the  contraction  is  propor- 
tional to  the  pre-load  or  stretch  applied  to 
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the  muscle.  Of  course 
there  is  a maximum 
beyond  which  there  is 
no  further  gain,  but 
in  a useful  range  the 
principle  applies. 

3.  During  contraction 

the  pressure  within 
the  muscle  pouch  far 
exceeds  capillary  pres- 
sure, forcing  out  all 
blood  and  thereby 
producing,  for  the 
moment,  a state  of  hypoxia,  and  the 
muscle  quickly  fatigues. 

Since  1947,  when  Claude  Beck  first  used  manual 
compression  of  the  heart  in  the  open  chest 

accompanied  by  trans-ventricular  defibrillation, 

various  schemes  have  been  tried  to  make  skeletal 

muscle  help  the  heart.  The  most  workable  one 

uses  a reservoir  of  blood,  under  pressure,  that  the 
left  ventricle  has  just  pumped.  It  could  even  be 
the  aorta  itself.  The  reservoir  is  wrapped  with 
skeletal  muscle  which  is  activated  by  a tetanic 

stimulus  timed  to  start  just  as  the  intraventricu- 
lar pressure  and  reservoir  pressure  reaches  100 

mm  Hg.  This  augments  the  magnitude  of  the 
ventricular  thrust.  During  diastole,  capillary  flow 

is  restored.  In  the  graph  shown,  it  appeared  that 
the  augmented  contraction  was  timed  for  every 
alternate  ventricular  beat.  The  muscle  used  is  a 


flap  of  the  latissimus  dorsi 
with  its  own  blood  supply 
intact. 

After  working  this  out,  the 
major  remaining  problems 
were  thromboembolic  phe- 
nomena. After  many  unsuc- 
cessful efforts  to  control  this, 
they  tried  lining  the  reservoir 
with  a section  of  small 
intestine  which  had  been 
stripped  of  its  cellular  cover- 
ings. This  small  intestine 
submucosa  (SIS),  to  their  amazement,  within  a 
period  of  six  weeks  actually  became  part  of  the 
reservoir  and  not  distinguishable  from  a blood 
vessel.  Since  there  were  no  cells,  there  was  no 
rejection.  The  same  SIS  material  has  since  been 
used  in  a variety  of  situations,  such  as  blood 
vessel  patches  and  replacements  and  even  tendon 

repair.  It  exhibits  the  same  characteristic  of 
becoming  part  of  the  host  that  it  replaces.  It  is 

postulated  that  it  contains  a growth  factor  which 

makes  this  possible.  It  does  not  work  for 
esophagus  or  other  areas  where  it  would  have  to 
participate  in  peristalsis. 

Anticipating  questions  about  this  remarkable 
material,  Dr.  Geddes  left  his  fax  number  ([317] 
494-1193)  and  invited  inquiries.  An  astonishing 
and  exciting  presentation  by  a real  gentleman! 
The  audience  was  enthralled! 


Medical  Knowledge  Acquired  from  Space  Exploration 
John  Charles,  Ph.D,  NASA,  Johnson  Space  Center 


Dr.  Charles,  a cardiovascular  physiologist  with 
NASA,  spoke  of  the  physiologic  changes  induced 
by  weightlessness,  or,  as  purists  call  it, 

microgravity.  There  is  considerable  variation 
from  person  to  person,  and  since  the  number  of 
people  studied  has  been  small  (34  in  some  studies, 
fewer  subjects  in  others)  the  standard  deviation  is 
large.  In  addition,  there  are  political  constraints 
on  what  can  be  said.  (For  example,  inferences 
that  gender,  race,  national  origin,  etc.,  effect  the 
responses.)  The  data  gathered  is  being  used  to 
develop  procedures  or  protocols  for  times  of 
adaptation  early  in  space  flight  or  early  after 
landing  or  danger  (take  off,  landing,  emergen- 
cies) or  day-to-day  living.  A 30-year  space  station 


is  planned  for  the  year  2000,  but  data  collection  so 
far  is  for  60  to  90  days. 

Living  in  space  is  very  different  from  ground 
level.  Some  of  the  body’s  sensors  get  fooled,  and 
reactions  are  not  always  as  expected.  There  is  no 

up  or  down,  and  things  set  in  motion  tend  to  stay 

in  motion.  Lost  articles  tend  to  wind  up  in  the  air 
filter.  When  you  go  to  sleep,  you  get  into  a 

sleeping  bag  and  “tape  yourself  to  the  wall’’  or  tie 

yourself  down. 

Six  different  body  systems  have  been  the  major 
areas  of  research  in  space  biomedicine.  Some 
individuals  consistently  reacted  more  than 
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others,  and  the  greater  the  reaction,  the  longer  it 
took  to  return  to  baseline.  In  descending  order  of 
speed  of  reaction  and  compensation,  or  return  to 
normal,  parameters  studied  were  changes  in 
vestibular  function,  fluid/electrolyte  balance, 
cardiovascular  function,  metabolism,  hemato- 
logic production,  and  bone  density.  In  space, 
vestibular  responses  are  no  longer  interpreted  by 
the  brain  as  rotation/position,  but  instead  as 
linear  acceleration.  This  results  in  some  nausea 
or  malaise  in  most  people,  analogous  to  sea 
sickness.  It  subsides  within  hours  or  a few  days  at 
most. 

Body  water  decreases  by  about  1 percent.  With 
gravity  absent,  fluid  shifts  cephalad  which  body 
sensors  interpret  as  fluid  overload.  The  response 
includes  diuresis,  decreased  thirst,  and  perhaps 
vasodilation.  There  has  been 
some  concern  that  this  could 
result  in  hypovolemia  upon 
landing,  just  the  time  when 
mental  function  needs  to  be  at 
its  best.  Though  cardiovascu- 
lar compensation  (pulse,  blood 
pressure)  was  rapid,  nobody 
reported  any  difficulty  during 
landing.  There  were  some 
mild  deficiencies  in  30  percent 
of  the  subjects  when  resuming 
the  upright  posture  in  full 
gravity.  These  can  be  pre- 


vented by  salt  tablets  and  water  or  by  negative 
pressure  applied  to  the  lower  body  stimulating 
fluid  redistribution. 

Weight  has  no  meaning  in  space,  but  body  mass 
was  calculated  by  oscillating  the  individual  and 
measuring  inertia.  There  was  a rapid  loss  in  the 
first  days  of  flight  (probably  reflecting  loss  of  body 
fluid  and  a more  gradual  loss  thereafter  (probably 
due  to  loss  of  muscle  mass).  However,  some 
astronauts  have  actually  gained  weight  during 
space  flight.  Red  blood  cell  mass  typically  declined 
about  10  percent  over  30  to  60  days.  Early  data 
seem  to  indicate  some  recovery  by  90  days. 

Bone  mineral  loss  is  even  slower.  It  probably 
starts  at  day  one  but  our  methods  of 
measurement  are  too  gross  to  pick  up  minimal 
changes.  This  also  seems  to 
be  related  to  changes  in 
circadian  rhythm  (eight-hour 
days),  and  immune  function, 
none  of  which  have  been 
adequately  studied  yet. 

Eating,  exercise  and  other 
body  functions  are  different 
in  microgravity,  and  we  are 
gathering  the  information 
needed  to  avoid  problems, 
and  perhaps  in  some  cases, 
use  to  our  advantage. 


Family  Violence  — Is  It  Truly  a Public  Health  Problem? 

Robert  E.  McAfee,  M.D.;  Past  President,  American  Medical  Association 


At  lunch  on  Saturday  Dr.  McAfee  spoke  of 
violence  in  the  U.S.A.  Although  the  title  of  his 
talk  was  posed  as  a question,  it  was  quickly 
obvious  that  it  was  intended  as  a statement,  and 
physicians  are  in  a position  to  do  something  about 
it.  They  should  do  so  without  delay.  He  cited  some 
compelling  statistics.  For  example,  the  U.S.A. 
records  13,200  deaths  per  year  by  hand  guns.  The 
country  with  the  second  highest  number  is 
Canada,  with  124,  followed  by  Germany  and 
others  with  100  or  less.  There  have  been  more 
wives  killed  in  their  own  homes  in  the  U.S.A.  over 
a 15-year  period  than  there  were  casualties  in  the 
entire  Vietnam  conflict.  There  are  many  types  of 
violence:  against  spouses,  against  children, 

against  the  elderly,  sexual  violence,  etc.  We  can 
measure  it  and  see 


trends.  We  need  to  monitor  those  trends  and  plan 
strategies  to  change  them. 

Violence  is  learned  behavior,  and  we  need  to  get 
to  children  early  (before  age  4)  if  we  hope  to  have 
impact.  A TV  “violence  chip”  to  block  violent 
programs  will  be  available  soon,  which  should 
help,  but  we  need  to  be  aware  that  action  which  a 
10-year-old  recognizes  as  slapstick  may  be  seen 
by  a 4-year-old  as  violence.  For  example,  movies 
such  as  “Home  Alone”  and  many  cartoons. 

The  AMA  will  participate  in  a media  campaign 
against  violence  in  the  near  future  showing  a fist 
with  a hand  over  it  and  the  motto  “SQUASH  IT,” 
meaning  control  the  anger  and  violence. 


Del  Med  Jrl , February  1997,  Vol  69  No  2 


81 


Special  Report 


However,  we  as  physicians 
need  to  take  specific  actions; 
first  is  to  join  the  Coalition  of 
Physicians  Against  Violence. 
Membership  in  the  coalition 
is  free.  To  apply,  simply  call 
the  AM  A at  1-800-262-3211 
and  ask  for  the  Mental  Health 
Department.  When  connected, 
request  that  an  application 
form  be  mailed  to  you. 


The  coalition  will  provide 
brochures  and  postcards  to  be 
displayed  in  your  waiting  room,  and  more 
importantly,  in  the  lavatory  where  they  will 
disappear  rapidly.  Second,  we  must  be  sensitive 
to  the  fact  that  many  patients  whom  we  see  every 
day  for  other  problems  are  involved  in  or  are 
victims  of  violence.  It  is  easy  if  you  see  evidence  of 


injuries,  but  there  are  other, 
more  subtle  clues.  In  Dr. 
McAfee’s  office,  for  example, 
if  a woman  calls  to  make  an 
appointment,  and  later  a man 
calls  to  cancel  it,  the  chart  is 
flagged.  On  the  next  visit  of  a 
member  of  that  family,  in- 
quiries are  made.  Fifty  per- 
cent of  them  turn  out  to  have 
violence  in  the  home.  When 
you  find  one  of  these,  call  the 
violence  hotline  and  let  them 
handle  it. 


Domestic  violence  is  an  ancient  problem.  Othello 
and  Desdemona  presents  a classic  example,  but 
as  the  earth  becomes  more  crowded,  it  is  getting 
worse.  We  can  and  must  do  something  about  it. 


Introducing  ChartMaker 

Finally,  there’s  a system  to  make  you  more 
productive.  ChartMaker  can  help  you  create 
better  patient  documentation  that’s  easier, 
legible,  and  more  comprehensive. 

ChartMaker  produces  chart  notes,  prescriptions 
medical  laboratory  orders,  and  all  required  cor- 
respondence and  letters.  For  more  information 
on  ChartMaker  contact: 


STI  Computer  Services 
1150  First  Avenue,  Suite  620 
King  of  Prussia,  PA  19406 
Telephone  610-768-9030 


® 
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Is  Health  Care  a Right? 

E.  Wayne  Martz,  M.D. 


It  seems  that  in  these  times  everyone  has 
rights.  No  one  has  obligations  or  responsibili- 
ties. Primitive  man  had  no  rights  unless 

prepared  to  fight  for  them.  None!  Not  even  to 

life.  Rights  came  with  social  order,  which  is  to 
say  government.  It  probably  evolved  first  as  an 
ethical-moral  code.  “Do  unto  others,”  and  of 
course  the  other  side,  things  you  should  not  do 
unto  others.  But  still  those  could  be  abrogated 
by  the  person  in  power,  whether  it  was  king, 
priest  or  your  local  nobleman. 

In  our  Anglo-American  tradition  a landmark 
date  was  June  15,  1215,  when  the  English 

nobles  cornered  King  John  at  Runnymede  and 

exacted  from  him  the  Magna  Carta.  That  took 
power  from  the  king,  but  for  the  average 
peasant  that  was  a small  gain,  for  it  gave  power 
to  the  nobles  and  the  church,  which  could  be 

just  as  frivolous  and  despotic  as  the  king  if  not 
more  so. 

In  my  recollection  the  first  clear  cut  declaration 
of  individual  rights  was  in  the  Declaration  of 
Independence:  “endowed  by  their  creator  with 
certain  inalienable  rights — life,  liberty  and  the 

pursuit  of  happiness.”  Probably,  rights  for 
individual  common  persons  go  back  farther 
than  that,  but  not  very  much  farther.  So  this 

whole  concept  is  only  a couple  hundred  years 
old.  When  our  forefathers  drew  up  the 

Constitution,  they  left  out  the  part  about  rights 
but  added  it  later,  almost  as  an  afterthought. 


The  first  ten  amendments  to  the  Constitution, 
of  course,  are  the  Bill  of  Rights,  adopted  1790- 
1791. 

I reread  these  first  ten  amendments  in 
preparation  for  writing  this.  They  weren’t  what 
I remembered  at  all.  They  were  approved  by 
ten  of  the  original  thirteen  states— enough  to 
make  them  the  law  of  the  land,  but 
Massachusetts,  Connecticut,  and  Georgia, 
those  bastions  of  individual  freedom,  didn’t 
formally  approve  them  until  1939,  150  years 

later.  Of  these  ten  amendments,  one  has  to  do 
with  housing  soldiers,  two  said  essentially 
“whatever  isn’t  excluded  is  included.”  Four  had 
to  do  with  our  court  system  and  property.  Only 
three  dealt  directly  with  individual  rights: 
religion,  speech,  press,  petition,  bear  arms  and 
personal  privacy  (as  protection  against  search 
and  seizure).  Nevertheless,  these  rights  were 
arrived  at  by  a rather  rigorous  and  formal 
process  of  national  debate  and  approval. 

Contrast  that  with  the  way  “rights”  are  arrived 
at  today.  Many  are  simply  enacted  by  Congress 
or  some  other  legislative  body:  Social  Security, 

Veterans’  Rights,  public  education,  at  least 
through  high  school.  Other  rights  are  defined 
by  courts  and  judicial  bodies:  the  right  of  due 

process,  right  to  abortion,  etc.  Others  are  even, 
it  seems,  determined  by  the  press.  Recently  on 
TV  I saw  picketers  with  placards  which  read 
“Restore  Welfare  Rights.”  And  somewhere  in 
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this  imbroglio  is  the  “Right  to  Health  Care,”  or 
as  some  of  us  prefer,  “Right  to  Medical  Care”, 
since  you  really  can’t  legislate  health.  From  a 
humanitarian  point  of  view  that  has  a nice  ring 

to  it,  but  I suggest  we  step  back  from  the 

precipice  before  we  give  it  our  wholehearted 
endorsement. 

In  the  first  place,  these  are  not  rights  in  the 
traditional  sense.  They  are  entitlements.  They 
are  bought  with  tax  dollars  levied  on  everyone. 
A true  right  is  inherent  in  being  a member  of  a 
society,  and  the  government  agrees  to  protect 
or  defend  that  right.  The  government  provides 
the  opportunity  for  a right,  but  not  the  means. 
Freedom  of  religion  does  not  build  you  a church, 
nor  does  the  right  to  bear  arms  furnish  you  a 
gun. 

A second  consideration  is  the  size  and 

complexity  of  a right  like  health  care.  How 
much  care  and  for  whom?  What  is  considered 
health?  Does  it  include  psychiatric?  Dental? 
How  about  spiritual,  as  in  faith  healing?  Does 

it  cover  self-imposed  illness,  whether  inten- 
tional or  by  life  style?  Heretofore,  we  have  gone 
on  the  assumption  that  everything  is  covered, 
but  that  clearly  is  delusional.  Also  delusional  is 
the  idea  that  “The  market  will  take  care  of  it.” 
Health  care  does  not  fulfill  ANY  of  the  criteria 
of  a free  market.  There  have  to  be  limits, 
choices,  priorities— in  short,  rationing.  There 
are  already  untold  thousands  of  pages  of 
regulations  and  more  to  come.  Who  and  what 
has  the  size  and  scope  to  handle  such  an 
undertaking?  We  may  be  opposed  to 
government  medicine,  but  right  now  we  are 
getting  a taste  of  private  enterprise  running 
health  care,  and  much  of  what  we  see  is  pretty 
unsavory.  It  makes  a corporate  profit  out  of  the 
misfortunes  (illnesses)  of  the  public.  It  can  and 
sometimes  does  use  scare  tactics  in  selling 
coverage,  sometimes  deception  as  to  what  is 
covered  and  what  will  be  provided,  all  to 
maximize  profits  for  investors  and  salaries  for 
management.  These  features  do  not  fit  very 


well  with  the  ideals  and  ethics  of  the  medical 
profession  and  the  reasons  most  of  us  went  into 
this  profession  in  the  first  place.  Our 

reputation  with  the  public,  already  under 
attack,  may  well  suffer  by  the  association  with 
these  organizations  as  well  as  by  the  efforts  to 
make  us  the  “fall  guys,”  the  ones  who  appear  to 
be  to  blame  when  the  system  malfunctions.  It 
may  be  necessary  to  reconsider  our  traditional 
opposition  to  government  run  medical  care,  and 
trade  off  some  efficiency  for  at  least  some 
integrity. 

A third  reservation  about  endorsing  health  care 
as  a right  is  that  it  virtually  amounts  to  full 
employment  insurance  for  physicians.  Faced 
with  the  specter  of  a glut  of  physicians,  it  is  very 
easy  to  rationalize  and  confuse  our  own  self- 
interests  with  the  interests  of  the  public. 
Rationalization  is  a subconscious  process,  and 
we  are  hardly  in  a position  to  decide  whether 
endorsement  is  a selfish  move  or  an  unselfish 
one.  It  must  be  the  public  that  makes  that 
decision,  and  I have  no  idea  what  that 
perception  might  be. 

Thus  in  summary,  health  care  is  not  and  cannot 
be  a right,  but  it  might  be  made  an  entitlement. 
If  we  as  a profession  propose  to  go  that  route 
and  adopt  the  position  that  everyone  is  and 
should  be  entitled  to  medical  care,  with  all  the 
financial  implications  that  holds  for  the  nation, 
then  we  must  be  prepared  to  face  the  Hobson’s 
choice  of  government  operation  versus  a few 
major  insurers  in  for-profit  status.  There  may 
be  a few  other  alternatives:  HMOs  owned  and 

operated  by  physicians,  which  is  subject  to  the 
same  possible  end  result  as  the  insurance 
companies,  or  possibly  a medical  care  program 
run  as  a public  utility  with  tight  government 
regulation.  We  need  to  consider  alternatives 
carefully  because  IF  we  as  a profession  can 
agree  and  speak  with  one  voice,  and  be  willing 
to  put  up  with  the  negatives  for  the  greater 
good  of  all,  there  is  strong  probability  that  we 
can  have  it  the  way  we  want  it. 
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The  Medicine/Public  Health  Initiative 

An  Opportunity  to  Improve  Individual's  and  the  Public's  Health 


Charles  Konigsberg,  Jr.,  M.D.,  M.P.H. 


Introduction 

In  early  March,  1996,  I had  the  privilege  of 
representing  Delaware  at  an  historic  National 
Congress  in  Chicago  which  served  as  the  major 
public  kickoff  for  the  Medicine/Public  Health 
Initiative.  Some  400  delegates,  representing 
state  medical  societies,  state  and  local  health 
departments,  schools  of  medicine  and  schools  of 
public  health  were  present.  Recent  articles  in 
the  medical  and  public  health  newsletters 
attest  to  the  interest  and  commitment  of  the 
American  Medical  Association  (AMA)  and  the 
American  Public  Health  Association  (APHA).1,2,3'4 
Never  in  my  wildest  dreams  would  I have 
imagined  the  leadership  of  the  AMA  and  the 
APHA,  given  their  radically  different  histories 
and  approaches,  appearing  on  the  same  dais,  let 
alone  collaborating  on  an  initiative. 

Traditionally,  medicine  has  focused  on  the 
health  (or  perhaps  I should  say  illness)  of 
individuals,  while  public  health  has  focused  on 
the  health  of  populations  or  communities. 
While  the  original  leaders  of  the  public  health 
movement  in  the  late  19th  century  came  from 
medicine,  a gulf  widened  between  them  over 
the  years.  The  training  for  medicine  and  public 
health  essentially  became  two  different 

disciplines,  therefore,  further  widening  the 
gap.  Medicine  focused  more  and  more  on  high 
technologic  advances  in  patient  management. 


Charles  Konigsberg,  Jr.  is  currently  the  Director  of  the  Collier 
County  Health  Department  in  Naples,  Florida 


Public  health  concentrated  on  developing 
attitudes  and  political  actions,  thus  moving 
farther  and  farther  away  from  its  clinical  roots. 
At  times,  the  relationships  even  became  hostile. 
The  image  and  influence  of  public  health 
physicians  suffered  as  a result.  In  more  recent 
years,  however,  there  has  been  an  increasing 
recognition  on  the  part  of  organized  medicine 
that  it  could  be  more  effective  working  with 
public  health.  Some,  like  Douglas  Scutchfield, 
MD,  have  worked  hard  to  bridge  the  gap 
between  the  AMA  and  public  health.  I have  told 
a number  of  people  that  the  Journal  of  the 
American  Medical  Association  has  more  to  offer 
me  on  public  health  issues  these  days  than  do 
the  traditional  public  health  journals.  Public 
health  practitioners  at  the  state  and  local  levels 
have  become  much  more  engaged  with  their 
medical  societies.  The  quality  of  physicians  in 
public  health  has  improved.  No  longer  is  public 
health  seen  as  a haven  for  retired  practitioners 
or  those  who  have  problems. 

It  is  with  this  backdrop  that  the  Medicine/ 
Public  Health  Initiative  enters.  The  National 
Congress  “was  assembled  to  foster  ties  between 
the  medical  and  public  health  communities  in 
the  areas  of  education,  research,  and  health 
services  and  to  build  a foundation  for  more 
collaborative  efforts  as  the  next  century 
approaches.”5 
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What  is  the  Medicine/Public  Health  Initiative? 

The  mission  statement  of  the  Medicine/Public 
Health  Initiative  states: 

The  Medicine/Public  Health  Initiative 
is  devoted  to  the  joining  of  Medicine 
and  Public  Health,  the  fields  that  focus 
respectively  on  individuals  and  popu- 
lation health,  in  a search  to  explicate 
problems  and  produce  innovative 
solutions  to  deal  with  the  health  needs 
of  the  people  of  the  United  States.  The 
initiative  recognizes  that  to  affect  a 
fusion  of  effort  is  not  a simple  task.  The 
initiative  brings  together  leading 
organizations  and  individuals  con- 
cerned with  health  and  health  care,  to 
develop  an  agenda  of  action  that 
cooperatively  engages  public  health 
and  medicine  in  reshaping  health 
education,  research  and  practice.6 

While  some  45  groups  and  organizations  are 
involved  with  the  Initiative,  the  principal 
players  include  the  American  Medical  Associa- 
tion, American  Public  Health  Association, 
Association  of  Academic  Medical  Centers, 
Association  of  American  Medical  Colleges, 
Association  of  Schools  of  Public  Health, 
Association  of  State  and  Territorial  Health 
Officials,  National  Association  of  County  and 
City  Health  Officials,  American  College  of 
Preventive  Medicine,  American  Hospital  Asso- 
ciation, and  the  Centers  for  Disease  Control 
and  Prevention  (CDC). 

Main  Goals 

Space  does  not  permit  going  into  detail  on  all 
aspects  of  the  Initiative,  but  it  is  useful  to  note 
the  main  goals  and  recommendations  from  the 
Initiative's  leadership,  together  with  some 
highlights  from  the  small  groups'  sessions  at 
the  National  Congress.6 


Engage  the  Community 

One  of  the  hallmarks  of  the  public  health 
approach  to  health  is  the  focus  on  the 
community.  The  participants  suggest  to  us  that 
we  should,  after  first  defining  and  recognizing 
all  potential  communities,  develop  partner- 
ships with  these  communities  in  defining  and 
assessing  their  needs  and  then  developing  goals 
and  solutions  to  address  those  needs.  These 
communities  should  be  educated  about  health 
status,  prevention  and  healthy  behaviors. 
Local  partnerships  for  data  collection,  needs 
assessment  and  impact  analysis  should  be 
created.  We  will  see  this  theme  repeated  in 
other  responses  to  goals. 

Change  the  Education  Process 

Both  medicine  and  public  health  speak  of 
practice  as  the  practical  application  of  the  base 
of  knowledge.  Both  need  to  have  a better 
understanding  of  what  each  means  by  practice. 
An  educational  collaboration  between  the 
medical  care  system  and  public  health  is 
necessary  for  meaningful  collaboration.  Both 
can  benefit  from  such  cross  fertilization.  By 
providing  clinicians  with  assistance  in  thinking 
in  epidemiological  and  statistical  ways, 
medicine  can  benefit  from  public  health.  On 
the  other  hand,  public  health  can  learn  much 
from  a better  appreciation  of  what  it  means  to 
take  care  of  patients  and  how  to  mobilize  the 
medical  community  to  better  implement 
disease  prevention  and  health  promotion  goals. 
There  should  be  a core  of  knowledge  common  to 
both  medicine  and  public  health.  Much  like 
what  is  already  a part  of  the  University  of 
Delaware’s  Medical  Scholar’s  Program,  college 
students  could  be  oriented  to  the  relationship 
between  medicine  and  public  health  early  in 
their  training. 

The  small  groups  had  a number  of  interesting 
suggestions  relevant  to  the  teaching  of 
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medicine  and  public  health.  Medical  schools 
should  tap  into  the  public  health  expertise 
within  their  schools.  Joint/dual  appointments 
for  medicine  and  public  health  faculty  members 
are  recommended.  Curriculum  changes  to 
reflect  a greater  emphasis  on  cross  training  will 
be  necessary.  For  example,  it  was  suggested 
that  public  health  students  be  included  in 
clinical  rounds.  When  I trained  in  public 
health,  I felt  cut  off  from  what  was  going  on  in 
clinical  medicine.  While  not  stated  in  terms  of 
“rounds”,  it  was  also  recommended  that  more 
graduate  and  undergraduate  medical  educa- 
tion take  place  in  community  based  settings, 
such  as  health  departments.  In  a sense,  such 
settings  could  be  thought  of  as  “public  health 
rounds.” 

Create  Joint  Research  Efforts 

The  approaches  to  research  in  medicine  and 
public  health  have  traditionally  mirrored  the 
different  agendas.  Medicine’s  research  has 
tended  to  reflect  its  primary  interest  in  acute 
care  of  individuals,  often  leading  to  high 
technology  (expensive)  solutions.  On  the  other 
hand,  public  health  has  traditionally  been 
grounded  in  the  epidemiological  and  social 
sciences,  reflecting  its  concern  for  the  health  of 
populations.  It  is  recommended  that  a common 
research  agenda  be  found.  Research  on  health 
promotion,  healthy  behaviors  and  prevention 
should  be  fostered.  Projects  should  focus  on 
significant  health  issues.  Health  departments 
should  be  consulted  and  involved  in  setting 
these  research  agendas. 

Devise  a Shared  View  of  Health  and  Illness 

This  may  well  be  the  most  important  goal  of  the 
Initiative.  Without  a shared  view  of  health  and 
illness,  true  collaboration  will  not  be  possible. 
The  late  Dean  of  the  University  of  North 
Carolina  School  of  Public  Health,  Dr.  Edward 
McGavren,  used  to  describe  public  health’s 


patient  as  the  community.  Even  that  view  is  a 
bit  dated,  perhaps,  in  the  sense  that  it  connotes 
a sense  of  illness.  The  health-illness  continuum 
could  be  the  basis  of  such  a shared  view.  The 
Initiative  recommends  that  a conceptual 
framework  be  developed  that  gives  public 
health  and  medicine  a common  approach  to 
health  and  illness.  Other  disciplines  such  as 
the  behavioral  sciences  should  be  involved  in 
developing  this  shared  view  of  health  and 
illness.  Such  a shared  vision  would  depend  on 
an  understanding  on  medicine’s  part  that  the 
community  is  indeed  a patient  (look  at 
Delaware’s  adverse  health  status  in  such  areas 
as  infant  mortality,  diabetes,  HIV  and  some 
cancers)  as  well  as  public  health’s  understand- 
ing that  the  community  is  made  up  of 
individuals. 

Work  Together  in  Health  Care  Provision 

The  Initiative  recommends  that  a framework 
be  developed  for  integrating  health  promotion 
and  prevention  services  into  the  medical  care 
and  payment  systems.  One  interesting  specific 
recommendation  is  that  there  should  be  an 
evaluation  of  the  effectiveness  of  state  and 
federal  regulatory  incentives  designed  to 
encourage  integration  of  public  health  practice 
into  the  delivery  of  health  care  services  and 
medical  practice  - a provocative  statement  and 
not  explained  in  my  review  of  the  materials  that 
1 have.  The  small  groups  suggested  building 
new  partnerships  between  managed  care  and 
prevention,  health  promotion  and  community 
health.  Universal  access  to  preventive  and 
health  care  services  is  still  seen  as  a goal, 
although  it  seems  unattainable  to  me  at  this 
time.  Health  care  purchasers  could  withhold  a 
certain  percentage  of  dollars  for  health  plans  to 
allocate  to  the  entire  community  for  public 
health  issues  - an  innovative  notion  not  very 
likely  to  happen.  Health  plans  should  be 

evaluated,  in  part,  on  their  performance  in 
improving  the  health  of  their  public.  A model 
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package  of  prevention  and  health  promotion 
services  and  activities  (perhaps  expanding  the 
Putting  Prevention  in  Practice  model)  could  be 
adopted  by  health  plan  companies  and 

practitioners. 

Jointly  Develop  Health  Care 
Assessment  Measures 

This  goal  would  synthesize  the  knowledge  of 
medicine  and  public  health  to  improve  the 
quality,  effectiveness  and  outcomes  of  health 
care.  The  small  groups  recommended  that  local 
partnerships  be  created  for  data  collection, 
needs  assessment  and  impact  analysis,  with 
community  health  information  networks 
(CHINs)  for  linkages.  Reflecting  widespread 
frustration  with  measurement  tools,  it  is 
recommended  that  a set  of  measures  broader 
than  either  HEDIS  or  NCQA  be  developed. 

Translate  Initiative  Ideas  Into  Action 

Recognizing  that  true  success  must  go  well 
beyond  the  euphoria  of  this  historic  National 
Congress,  it  is  expected  that  there  will  be  a 
number  of  follow-up  activities  to  work  toward 
making  these  goals  and  recommendations  a 
reality.  A permanent  national  steering 
committee  will  continue  the  work.  Additional 
meetings  are  planned.  The  New  York  Academy 
of  Medicine  is  conducting  a survey  to  document 
success  stories  of  collaboration  between 
medicine  and  public  health.  A web  page  (http:/ 
/www.  uth.tmc.edu/healthcare/mph/index.html) 
brings  the  Internet  into  play  with  respect  to 
information  exchange.  Leadership  training  for 
both  public  health  and  medicine  can  assist  in 
changing  the  mental  models  in  terms  of  how  we 
can  work  together.  Joint  lobbying  efforts  are 
also  an  exciting  possibility. 


Opportunities  for  Delaware 

I think  there  are  exciting  and  productive 
possibilities  for  collaboration  between  medicine 
and  public  health  in  Delaware.  In  general,  the 
relationship  between  the  Division  of  Public 

Health  and  the  Medical  Society  of  Delaware  is 
excellent  and  collegial.  The  Medical  Society 
values  their  relationship  with  public  health. 
Traditionally,  the  Director  of  Public 
Health  has  attended  Board  of  Trustees 
meetings  and  has  been  involved  in  various 
committees,  especially  the  Public  Laws  Com- 

mittee. The  Division  of  Public  Health  is,  of 
course,  a part  of  a cabinet  level  department,  the 
Delaware  Department  of  Health  and  Social 
Services.  A healthy  relationship  between  these 
two  groups  is  essential  to  successful  collabora- 
tion on  public  health  issues.  By  following  the 
lead  of  states,  such  as  Florida,  which  has 
established  a separate  Department  of  Health, 
we  should  be  able  to  improve  our  state's 

responsiveness  to  public  health  issues.  I think 
it  is  imperative  that  the  Governor  and  General 
Assembly  give  full  consideration  to  what 
organizational  changes  are  necessary  to  allow 
state  government  and  public  health  to  focus 
more  effectively  and  consistently  on  the  major 
health  issues  in  Delaware.  The  Medical  Society 
must  be,  as  the  Florida  Medical  Association 
was,  a serious  part  of  bringing  about 
meaningful  reform  of  the  structure. 

Since  organizational  change  may  not  be  a 
reality  soon,  Delaware  should  not  lose  the 
opportunity  to  build  upon  the  good  relation- 
ships between  the  Division  of  Public  Health  and 
the  Medical  Society.  The  Putting  Prevention 
into  Practice  (PPIP)  project,  being  developed 
jointly  between  the  Medical  Society  and  the 
Division  of  Public  Health,  offers  an  excellent 
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opportunity  to  bring  prevention  to  the  actual 
practice  of  medicine.  Along  the  same  lines,  the 
Delaware  Health  Information  Network  (DHIN) 
should  not  lose  the  opportunity  to  become  a true 
public/private  partnership.  The  Division  of 
Public  Health  can  contribute  greatly  to  one  of 
the  major  goals  of  the  DHIN  which  relates  to 
measuring  community  health. 

We  should  recognize  that  when  we  speak  of 
“medicine”  we  are  not  just  talking  about  state 

and  local  medical  societies.  In  Delaware,  the 
Medical  Center  of  Delaware’s  (MCD)  Preven- 
tive Medicine  Institute  will  likely  be  a major 
player  in  prevention  as  well.  I would  urge  both 
the  MCD  and  the  Division  of  Public  Health  to 
find  ways  of  joining  forces  on  one  or  more  major 
projects.  The  Medical  Scholar's  Program  in 
Delaware  has  afforded  public  health  the 
opportunity  to  provide  a series  of  lectures  to 

premedical  students.  That  concept  could  be 
expanded  to  medical  students  at  Jefferson, 

medical  residents  at  the  MCD,  St.  Francis  and 
A. I.  duPont  Hospital  for  Children,  as  well  as  to 
nursing  students.  Faculty  appointments  for 
key  public  health  staff  would  also  go  a long  way 
toward  developing  long-term  relationships 
between  public  health  practice  and  traditional 

medical  education.  Perhaps  consideration 
could  even  be  given  to  key  public  health 
professionals  holding  joint  appointments  or 
even  being  contracted  out  to  state  government 
from  teaching  institutions.  The  more 
interlocking  the  relationships,  the  more  likely 
true  collaboration  and  partnering  will  occur. 
Public  health  has  entered  into  innovative 
contracts  with  the  four  managed  care 
organizations  providing  for  Medicaid  managed 
care.  Some  unique  opportunities  may  well  flow 


from  the  base  provided  by  those  contracts  to 
truly  work  toward  improving  the  health  status 
of  the  Medicaid  population. 

Regional  versions  of  the  Medicine/Public 
Health  Initiative  are  being  formed  in  various 
parts  of  the  nation.  Unfortunately,  Delaware 
has  been  placed  in  a region  with  the  District  of 
Columbia  and  Maryland.  Since  the  focus  of 
medical  education  in  Delaware  is  Jefferson 
Medical  College,  I suggest  that  Delaware  and  at 
least  Southeastern  Pennsylvania  medical  and 
public  health  leaders  get  together  to  establish  a 
regional  initiative.  In  addition,  there  is  a new 
school  of  public  health  at  the  Medical  College  of 
Pennsylvania/Hahnemann  which  could  be  a 
real  catalyst  for  collaboration. 

Let  us  not  miss  this  historic  opportunity  for 
medicine  and  public  health  to  work  together  for 
the  health  of  our  citizens.  Our  patients,  as 
individuals  and  as  communities,  depend  on  us 
to  provide  leadership  toward  a healthier 
Delaware. 
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Health  Against  Wealth: 

HMOs  and  the  Breakdown  of  Medical  Trust 


James  Lally,  M.D. 


George  Anders,  an  investigative  reporter  for 
the  Wall  Street  Journal,  has  written  a page- 
turner  of  a book;  it  reads  like  a fast-paced  novel. 
You  should  be  warned  to  fasten  your  seat  belt 
as  you're  in  for  a whirlwind  tour  of  managed 
care  in  America;  the  good,  the  bad,  the 
unsavory  and  the  downright  ugly.  This 
thoughtful  thriller  grips  you  and  bounces  you 
along  like  a runaway  train.  You'll  read  of 
powerful,  greedy  HMO  executives  dueling  with 
business-savvy  hospital  CEOs  and  of  battle- 
weary  physicians  numbed  by  the  lightning  pace 
of  change  in  health  care.  But  what  sounds  more 
like  a flashy  novel  turns  out  to  be  an  insightful, 
balanced  view  of  emerging  economic  forces  that 
will  affect  the  lives  of  many  and  the  livelihood  of 
some.  Since  74  percent  of  American  workers 
are  now  in  managed-care  plans,  the  heady 
decisions  of  the  HMO  executives  that  Anders 
writes  about  often  leave  many  consumers  of 
health  care  (in  the  past  known  as  patients) 
bewildered,  dumbfounded,  or  out  in  the  cold. 

This  cautionary  tale  of  managed  care  begins 
with  a high-speed  race  against  time  across  the 
suburbs  of  Atlanta.  We  learn  the  details  of  a 
distraught  mother's  attempt  to  save  the  life  of 
her  barely  conscious,  feverish  child.  On  their 
trip  she  and  her  husband  drive  past  several 
excellent  hospitals;  we  are  told  that  their  HMO 
contract  directs  them  to  a hospital  on  the  other 
side  of  Atlanta.  That  first  story  ends  in  a 
bitterly  contested  medical  malpractice  suit, 


Anders  v.  Kaiser  Health  Plan  of  Georgia. 
Kaiser  lost  $40  million.  As  you  can  see,  it's  a 
high-stakes  game  where  there  are  big  winners 
and  losers.  Or  as  one  HMO  executive,  Malik 
Hasan,  coldly  phrased  it  while  negotiating  a 
contract  with  UCLA  Medical  Center,  "It's  a 
Darwinian  world." 

Anders  relates  a brief  history  of  managed  care 
that  emphasizes  the  economic  forces  that  led  to 
the  rise  of  HMOs.  It  was  primarily  corporate 
America  that  stimulated  the  growth  of 
managed  care.  Large  corporations,  such  as 
Allied  Signal,  saw  that  their  employees'  health 
care  costs  were  out  of  control.  They  willingly 
and  eagerly  fell  into  the  waiting  arms  of  HMOs. 
Anders  faults  health  care  providers  for 
allowing  the  expansion  of  a health  care  system 
that  was  fiscally  unrestrained.  He  doesn't  take 
the  gloves  off  when  he  chides  the  medical 
profession  for  performing  unnecessary  proce- 
dures and  for  exaggerating  the  demands  for 
their  services. 

But  he  saves  his  most  stinging  criticism  for 
some  of  the  practices  of  HMOs.  He  unveils  the 
horrors  of  administrative  intermediaries,  such 
as  medical  directors  of  HMOs,  as  they  browbeat 
primary  care  gatekeepers  and  badger  them 
into  confronting  harassed  patients  with  options 
offered  only  because  of  cost-saving  initiatives. 
He  recounts  the  bean-counting  approach  to 
cardiac  surgery  that  was  starkly  enunciated  by 
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an  HMO  executive  who  unabashedly  declared, 
"for  a 2 to  3 percent  difference  in  mortality  I'm 
not  willing  to  spend  an  extra  $40,000  per  case." 
Management  by  inconvenience,  a favorite 
HMO  technique  becomes  their  cachet. 

As  Anders  points  out,  the  thrift  and  belt- 
tightening that  managed-care  imposes  on 
others  doesn't  affect  HMO  executives.  His 
reportorial  skills  shine  in  a chapter  titled,  "The 
Barons  of  Austerity,";  in  it,  he  paints  a picture 
of  HMO  CEOs  hobnobbing  with  the  rich  and 
famous  at  trendy  ski  resorts  in  Colorado  and 

purchasing  opulent  chalets  at  those  same 
resorts.  He  caustically  characterizes  such 
profligate  life-styles  as  "an  uncomfortable 
hypocrisy  for  an  industry  that  publicly 
preaches  the  virtues  of  austerity." 

America's  medical  coverage  system  is  fueled  by 
the  dual  accelerants  of  power  and  money. 
Anders'  meticulous  research  details  how  this 
dyad  has  allowed  many  HMOs  through  their 
intermediaries  or  surrogates  to  block  legisla- 
tive efforts  that  attempt  to  regulate  managed 
care.  He  calls  for  initiatives  to  reform  the 

present  managed-care  system;  to  hold  HMOs 
to  higher  standards  and  to  make  them  more 
accountable  for  administrative  actions  that  are 
now  frequently  legally  shielded  by  ERISA 
exemptions. 

Anders'  book  illustrates  that  the  present 
system  of  managed  care  does  not  allow  for  self- 
correction. Its  internal  mechanisms  do  well 
with  the  basics  of  health  care  such  as 

immunizations  and  preventive  medicine,  but 
the  sickest  patients  may  have  to  aggressively 
fight  an  oppressive  bureaucracy  that  occasion- 
ally attempts  to  deny  them  necessary  care. 
While  it  is  unquestioned  that  many  emergency 
rooms  are  filled  with  patients  not  needing 
immediate  care,  he  relates  story  after  story  of 
patients  put  in  peril  when  they  follow  the 

restrictive  guidelines  of  HMOs  and  call  an 
emergency  hotline  seeking  authorization  for  an 
emergency  room  visit  only  to  be  given  foolish  or 


even  dangerous  advice.  Unfortunately,  as  he 
notes,  it  has  fallen  on  the  courts  and  legislators 
to  redress  these  egregious  abuses  of  managed 
care.  The  recent  contentious  national  debates 
over  drive-through  deliveries  and  one-day 
hospital  surgery  have  highlighted  his  thesis 
that  the  uncontrolled  system  of  managed  care 
needs  reform. 

But  Anders'  richly  detailed  book  does  not  just 
focus  on  HMO-bashing;  he  offers  a prescription 
for  reform.  He  agrees  with  Paul  Ellwood,  the 
eminence  grise  of  managed  care,  that  the  most 

powerful  agent  for  change  in  health  care  is  the 
large  purchasers  of  managed  care  - corporate 
America.  They  will  have  to  lead  the  charge  in 
demanding  high-quality,  compassionate  care 
from  HMOs.  Anders  quotes  Ellwood,  who  in 
1995  asserted,  "the  driving  force  in  reshaping 
the  health  system  is  clearly  business." 

In  the  great  tradition  of  Upton  Sinclair,  whose 
muckraking  expose  of  the  meat-packing 
industry,  The  Jungle , led  the  way  for  the 

passage  of  the  Food  and  Drug  Act,  Anders' 
unearthing  of  the  faults  and  failures  of 
managed  care  should  serve  as  the  manifesto 

that  guides  those  who  attempt  to  reform  the 
abuses  of  managed  care. 

While  this  book  is  not  in  the  same  league  as 
Paul  Starr's  landmark  study.  The  Social 
Transformation  of  American  Medicine ; none- 
theless, it  is  still  a well-crafted  and  well- 
researched  survival  guide  and  field  manual  of 
operations  to  HMOs.  Although  this  book  may 
occasionally  give  you  dyspepsia,  read  it;  it's  a 
reflective  look  at  an  industry  that  involves  us 

all  and  is  in  desperate  need  of  reform. 


Health  Against  Wealth:  HMOs  and  the 
Breakdown  of  Medical  Trust. 

By  George  Anders 
299  Pages 

Boston:  Houghton  Mifflin  Co.  - $24.95 
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Dr.  and  Mrs.  Norman  Taub 


James  P.  Marvel,  Jr.,  MD 
Mansour  Saberi,  MD 


Dr.  Norman  Taub,  age  81,  and  his  beloved  wife, 
Mildred  Sherwood  Taub,  age  88,  died  together 
at  their  home  in  Lewes,  Delaware  on 
Wednesday,  January  1,  1997. 

Dr.  Taub  graduated  from  the  University  of 
Chicago  in  1937  and  was  elected  to  Phi  Beta 

Kappa  at  the  time  of  his  graduation.  He 
completed  his  medical  training  at  the 

University  of  Chicago,  Rush  Medical  College  in 
1941  and  served  an  internship  and  psychiatric 
residency  at  St.  Elizabeth's  Hospital  in 
Washington,  D.C.  from  1941-1943.  He  served 

in  the  United  States  Army  during  World  War  II 
with  primary  duty  as  a psychiatrist  in  an 
overseas  station  hospital  from  1943-1946  and 
attained  the  rank  of  Major.  He  was  certified  in 
Psychiatry  by  the  American  Board  of  Psychia- 
try and  Neurology  in  December  1947. 

Dr.  Taub  served  at  St.  Elizabeth's  Hospital  in 
Washington,  D.C.  as  a staff  psychiatrist  and 
Chief  of  Service  from  1948-1950  and  Director  of 
Professional  Education  and  Training  from 
December  1950  to  June  1959.  He  was  involved 
in  the  private  practice  of  psychiatry  in 
Washington,  D.C.,  from  1947-1976. 

In  1976,  Dr.  and  Mrs.  Taub  moved  to  Lewes 
from  Washington,  D.C.  and  he  was  then 
appointed  as  head  of  the  County  Mental  Health 
Agency.  He  concurrently  served  as  Chief  of 
Psychiatric  Service  at  Beebe  Hospital  in  Lewes, 


Delaware  from  September  1976  to  February 
1988.  He  resumed  private  practice  with  direct 
patient  care  from  February  1988  through 
December  26,  1996. 

Dr.  Taub  was  elected  a Life  Fellow  of  the 
American  Psychiatric  Association  in  1975.  He 
served  as  President  of  the  Washington 
Psychiatric  Society  from  1959-1960.  He  was 
active  in  the  Medical  Society  of  the  District  of 
Columbia,  serving  as  Chairman  of  the 
Committee  on  Mental  Health.  He  was  a 
member  of  the  Medical  Society  of  Delaware 
since  1976,  served  as  Chairman  of  the 
Committee  of  Mental  Health,  Alcoholism  and 
Drug  Abuse  from  1980-1993,  served  on  the 
Physicians'  Health  Committee,  and  most 
recently  was  the  Sussex  County  representa- 
tive to  the  Board  of  Trustees.  Dr.  Taub  was 
instrumental  in  initiating  the  process  for  the 
establishment  of  the  Delaware  Foundation  for 
Medical  Services  and  the  Delaware  Founda- 
tion for  Medical  Education. 

Dr.  and  Mrs.  Taub  celebrated  their  fifty-fifth 
wedding  anniversary  on  December  26,  1996. 

Mrs.  Taub  was  a 1926  graduate  of  Smyrna 
High  School  and  attended  the  University  of 
Delaware  from  1926-1928,  receiving  her 
Bachelor's  Degree  from  the  Teachers  College 
in  Columbia,  Maryland  in  1932,  and  her 
Master's  Degree  in  Human  Development  from 
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the  University  of  Chicago  in  1938.  Mrs.  Taub 
had  had  teaching  experience  in  Delaware 
schools,  a private  school  in  Minnesota  and  at 
the  University  of  Maryland  and  George 
Washington  University.  She  was  actively 
involved,  from  1952-1957,  with  the  United 
Givers  Fund  in  various  capacities  in  the 
Washington,  D.C.  area. 

From  1954-1973,  she  was  involved  in  many 
areas  of  the  Health  and  Welfare  Council  in 
Washington,  D.C.  She  served  with  the  Family 
and  Child  Services  from  1957-1963,  serving  on 
several  committees  and  the  Board  of  Directors. 
Mrs.  Taub  was  a Navy  veteran,  serving  from 
1942-1945.  In  Lewes,  she  was  a member  of  the 


Friends  of  the  Lewes  Library,  the  Sussex 
Gardeners  and  the  Sussex  County  Medical 
Alliance. 

Dr.  and  Mrs.  Taub  are  survived  . by  one  son, 
Joseph  Sherwood  Taub  of  Garner,  North 
Carolina,  and  one  daughter,  Elizabeth  Taub 
Dean  of  Spotsylvania,  Virginia  and  four 
grandchildren. 

Dr.  and  Mrs.  Taub  were  strong  supporters  of 
Beebe  Medical  Center  and  the  Beebe  Medical 
Center  Foundation  and  it  is  suggested  that  any 
contributions  in  their  memory  be  directed  to 
the  Beebe  Medical  Center  Foundation,  Savan- 
nah Road,  Lewes,  Delaware  19958. 
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SECOND  INTERPROFESSIONAL  CODE  OF  CONDUCT  AND  PRACTICE1 


PREAMBLE 


In  order  to  best  protect  the 
interest  of  the  public,  who 
are  patients  of  physicians 
of  medicine2  and  clients 
of  attorneys-at-law,  there 
should  be  the  utmost 
cooperation  between  the 
two  professions  to  avoid 
both  financial  and  emo- 
tional hardships  to  the 
patient/client  and  to  mini- 
mize financial  and  time 
expenditures  by  the  mem- 
bers of  either  profession. 

It  is  recognized  by  both 
professions  that  their  pri- 
mary concern  and  obliga- 
tion is  to  serve  the  best 
interests  of  the  patient/ 
client.  Any  personal 
biases  by  members  of 
either  profession  should 
not  intrude  upon  their 
professional  relationship 
in  a particular  matter. 

Physicians  of  medicine 
and  attorney s-at- law,  as 
members  of  two  profes- 
sions possessing  close 
personal  relationships 
with  the  members  of  the 
public  they  serve,  have 
established  canons  and 


The  Second  Interprofessional  Code  of  Conduct  and 
Practice  i/i/as  adopted  by  the  Delaware  State  Bar 
Association  on  May  14,  1996  and  the  Medical 
Society  of  Delaware  on  November  15,  1996. 


principles  of  ethics  con- 
sonant with  the  tradi- 
tions and  requirements 
of  their  respective 
callings.  Nothing  herein 
contained  is  intended  to 
affect  the  established 
codes  of  ethics  govern- 
ing the  two  professions. 

This  Interprofessional 
Code  of  Conduct  and 
Practice  constitutes  rec- 
ognition that,  with  the 
growing  interrelationship 
of  medicine  and  law,  it  is 
inevitable  that  physician 
and  attorney  shall  be 
drawn  into  steadily  in- 
creasing association.  This 
statement  of  principle  is 
intended  to  be  a guide  for 
interprofessional  conduct 
and  practices  of  physi- 
cians of  medicine  and 
attorneys-at-law.  It  will 
serve  its  purpose  if  it 
promotes  the  public  wel- 
fare by  improving  the 
practical  working  rela- 
tionships of  the  two 
professions. 


I.  THE  ADVERSARY 
SYSTEM  AND 
THE  ATTORNEY’S 
FUNCTION 
WITHIN  THIS 
SYSTEM 


Legal  proceedings  in  this 
country  are  conducted 
under  the  “adversary 
system”.  Under  this 
system,  the  attorney  oc- 
cupies a dual  position: 
an  advocate  for  his 
client’s  interests,  and  at 
the  same  time,  an  “of- 
ficer of  the  court”.  The 
attorney  cannot  ethically 
represent  both  sides  of  a 
dispute.  As  an  advocate 
for  the  client,  the  attor- 
ney is  bound  to  present 
the  case  most  favorable 
to  the  client  through 
direct  examination,  and 
through  the  effective  use 
of  cross  examination, 
exposing  any  weaknesses 
in  the  adversary’s  case. 
Some  neutral  person  or 
panel  of  persons  then 
weighs  the  opposing 
claims  and  decides  which 
has  the  most  merit. 


The  Physician's 
Function  in  the 
System 

The  physician  should 
accept  the  responsibility 
of  explaining  medical 
facts  in  such  a manner 
that  the  attorney  under- 
stands them  and  can 
determine  their  relation- 
ship to  the  case. 

The  physician  deter- 
mines the  medical  facts 
pertaining  to  the  patient’ s 
condition.  The  attorney 
determines  how  and  un- 
der what  circumstances 
such  facts  are  to  be 
presented  within  the  con- 
text of  the  case. 

The  physician  may  be 
asked  to  state  an  opinion 
on  matters  that  relate  to 
the  medical  condition  of 
the  patient.  Opinions 
should  be  limited  to 
subjects  within  the  field 
of  the  physician’s  com- 
petence and  may  include 
such  matters  as  the 
existence  or  likelihood  of 
permanent  impairment, 


injury  and  loss  of  func- 
tion, and  the  degree 
thereof,  the  probable 
need  of  the  patient  for 
present  and  future  medi- 
cal care,  and  the  esti- 
mated cost  thereof,  or 
similarjudgments,  based 
upon  their  professional 
knowledge  of  the 
patient’s  condition. 
Opinions  should  not  be 
based  on  absolute  cer- 
tainty as  to  the  existence 
of  a fact  or  the  likelihood 
of  a fact  occurring,  but 
should  be  predicated  on 
the  reasonable  medical 
probability  that  said  fact 
exists  or  will  occur  in  the 
future. 

A physician  should  never 
advise  on  the  amount  of 
damages  a patient  should 
seek  to  recover.  A 
physician  should  not 
advise  upon  trial  tech- 
niques or  technical  rules 
of  legal  liability  or  of 
evidence. 


II.  CONFERENCE 


The  physician  and  the 
attorney,  when  either 
considers  it  desirable, 
should  confer  on  the 
common  problems  pre- 
sented in  a particular 
case.  Such  conferences 
should  be  arranged  in 
advance  of  the  hearing, 
at  their  mutual  conve- 
nience, recognizing  that, 
to  each  profession,  time 
is  of  the  utmost  impor- 
tance. No  physician  or 
attorney  should  be  re- 
quired to  spend  unneces- 
sary time  in  arranging  or 


attending  such  a confer- 
ence. 

In  most  situations,  it  is 
unfair  to  the  client,  the 
physician  and  the  cause 
of  justice  to  present  a 
medical  witness  who  has 
not  first  conferred  with 
the  attorney  and  who, 
therefore,  may  not  be 
aware  of  the  significance 
to  the  case  of  the 
evidence  the  physician  is 
being  asked  to  give. 
Likewise,  the  attorney  is 
less  able  to  represent  the 
full  interest  of  the  client 
where  the  attorney  has 
not  had  the  advantage  of 
advance  conference  with 
the  physician.  Adequate 
preparation  for  testify- 
ing is  an  essential  and 
mutual  obligation  of  the 
medical  witness  and  the 
attorney  calling  the  wit- 
ness. The  unprepared 
attorney  or  physician 
may  do  great  disservice 
to  the  patient  and  to  the 
administration  ofjustice. 

III.  WRITTEN 

REPORTS  AND 

PATIENT 

INFORMATION 


Physicians  should  ap- 
preciate the  importance 
of  promptness  in  provid- 
ing attorneys  with  infor- 
mation. Attorneys  should 
appreciate  that  the  doc- 
tor must  be  given  not 
only  adequate  time  to 
prepare  a report  (30 
days),  but  also  be  pro- 
vided with  sufficient 
legal  guidance  to  enable 
the  preparation  of  a 
report  that  adequately 


addresses  the  medical- 
legal  issues  involved. 

Matters  may  often  be 
settled  out  of  court  to  the 
mutual  satisfaction  of 
the  parties  involved. 
Undue  delay  in  provid- 
ing medical  reports  or 
patient  information  may 
prejudice  opportunity  for 
settlement  or  other  dis- 
position of  the  matter 
and  thus  create  further 
expense,  worry,  and  even 
the  loss  of  important 
testimony. 

In  the  absence  of  a court 
order,  when  a report  or 
patient  information  is 
requested  by  someone 
other  than  the  patient  or 
the  patient’s  attorney, 
the  doctor  must  receive 
written  authorization 
from  the  patient  before 
giving  the  report  or 
patient  information. 

IV.  COURT 

ARRANGEMENTS 


Physicians  and  attorneys 
must  be  in  court  on  time. 
Timing  is  not  only 
important  for  the  orderly 
and  advantageous  pre- 
sentation of  the  case,  but 
also  for  the  convenience 
of  the  court,  other  wit- 
nesses, the  jury,  the 
attorneys  and  the  liti- 
gants. Attorneys  should 
appreciate,  however,  that 
physicians  have  continu- 
ing and  often  unpredict- 
able responsibilities  to 
their  patients.  It  should 
therefore  be  anticipated 
that,  at  times,  courtroom 


procedures  must  give 
way  to  humanitarian 
considerations  and  the 
physician  be  permitted 
to  testify  “out  of  turn.” 

Unless  impossible  or 
inimical  to  the  client’s 
interests,  lawyers  should 
make  such  advance  ar- 
rangements for  the  atten- 
dance of  doctors  as 
witnesses  as  will  have 
due  regard  for  profes- 
sional demands  upon  the 
doctor’s  time.  Similarly, 
the  attorney  should  mini- 
mize, insofar  as  practi- 
cable, the  time  required 
for  the  physician  to 
remain  in  court. 

It  is  the  attorney’s  re- 
sponsibility to  advise  a 
doctor  as  promptly  as 
possible  of  a resolution 
or  other  occurrence,  such 
as  a continuance,  which 
either  obviates  the  neces- 
sity for  the  doctor’s 
appearance  or  requires  a 
resetting  of  the  time  for 
the  doctor’s  appearance. 
It  is  the  doctors’  respon- 
sibility to  do  their  best  to 
revise  their  schedules  to 
accommodate  such  nec- 
essary timing  changes. 

Where  a continuance  or 
a settlement  occurs  at 
such  time  that  the 
doctor’s  time  is  lost,  then 
the  doctor  may  properly 
make  a reasonable  charge 
for  the  actual  time  lost 
and  not  otherwise  pro- 
fessionally spent. 


V.  THE  PHYSICIAN 
WITNESS 


Simplicity  and  brevity 
are  cardinal  virtues  of 
the  medical  witness. 

It  is  possible  for  medical 
testimony  to  be  worded 
so  technically  that  its 
meaning  is  entirely  lost 
upon  a jury  or  is  so 
completely  misunder- 
stood that  the  jury, 
because  of  failure  to 
comprehend  the  true  im- 
port of  the  testimony, 
makes  an  erroneous  find- 
ing. 

To  make  their  profes- 
sional testimony  clear, 
physician  witnesses  may 
first  express  their  find- 
ings and  opinions  in 
medical  terms.  When- 
ever they  do  so,  how- 
ever, they  should  trans- 
late those  terms  as 
accurately  as  possible 
into  language  intelligible 
to  the  court,  the  attor- 
neys and  the  jury. 

The  purpose  of  the 
physician’s  testimony  is 
to  explain  and  enlighten 
the  court  as  to  the  truth 
of  the  matter.  If  it  does 
not  help  explain  and  does 
not  clarify  the  issues  of  a 
particular  case,  it  has 
failed. 

Both  professions  should 
understand  the  function 
of  direct  examination 
and  cross  examination  in 
the  adversary  system.  It 
is  beneath  the  dignity  of 
the  attorney  and  is 
equally  in  violation  of 
the  dignity  of  the  physi- 


cian for  an  examining 
attorney  to  subject  the 
physician  witness  to 
abuse  in  order  to  test  his 
competence  or  credibil- 
ity. 

VI.  RESPONSIBILITY 
FOR  MEDICAL 
FEES  AND 
EXPENSES 
RELATIVE  TO 
LITIGATION 


A.  Patient-Requested 
and  Physician 
Ordered  Services 

Both  professions  recog- 
nize that  a doctor  is  free 
to  accept  or  decline 
treatment  of  any  patient. 
If  a doctor  accepts  the 
treatment  of  a patient, 
the  doctor  may  do  so  on 
any  terms  (including 
guarantees  for  payment) 
that  he  or  she  may 
negotiate  with  the  pa- 
tient. 

Any  physician  services 
that  are  requested  by  the 
patient  or  ordered  by  the 
doctor  are  the  sole  re- 
sponsibility of  the  pa- 
tient to  pay.  Payment  of 
medical  fees  for  patient- 
requested  or  physician- 
ordered  services  cannot 
be  guaranteed  by  the 
attorney.  Such  a guar- 
antee would  be  the 
equivalent  of  underwrit-'' 
ing  litigation  and  would 
violate  the  attorney’s 
code  of  professional  re- 
sponsibility. However, 
the  attorney  should  ad- 
vise the  client  that  pay- 
ment for  these  medical 


services,  regardless  of 
any  outstanding  litiga- 
tion, are  due  when 
services  are  rendered 
and  that  the  patient  is 
obligated  to  pay  for 
services  received,  re- 
gardless of  the  outcome 
of  the  litigation. 

B.  Attorney-Requested 
Services 

In  the  course  of  litiga- 
tion, the  attorney  may 
request  services  of  the 
physician,  such  as  re- 
ports, exams,  records, 
testimony  and  the  like. 
Payment  of  medical  fees 
for  attorney-requested 
services  is  the  responsi- 
bility of  the  attorney. 
The  medical  fee  for  any 
attorney-requested  ser- 
vices may  be  billed 
directly  to  the  attorney, 
and  the  doctor  may  look 
to  the  attorney  for  pay- 
ment. Payment  by 
attorneys  for  attorney- 
requested  services  should 
be  made  when  billed  and 
not  at  the  end  of  the 
litigation. 

C.  Responsibility  for 
Determining  the 
Charges  for 
Litigation  Fees  and 
Expenses 

In  connection  with  litiga- 
tion, the  treating  doctor 
will  charge  a fee  that  is 
reasonable  and  is  reflec- 
tive of  fees  charged  to 
patients;  lost  practice 
time  including  time  in- 
volved in  preparation  for 
testifying,  conference, 
and  in  traveling  to  and 


from  the  site  of  deposi- 
tions and/or  court  and 
administrative  proceed- 
ings; practice  overhead; 
and  the  experience  that 
the  individual  brings  to 
the  case. 

The  doctor  is  entitled  to 
be  paid  for  services 
rendered  in  connection 
with  litigation  by  the 
person  who  engages  the 
doctor  to  render  those 
services,  and  the  doctor 
may  request  payment  in 
advance.  If  asked  to  do 
so,  the  doctor  will  advise 
the  person  engaging  such 
services  the  basis  and 
amount  of  the  doctor's 
charges  at  the  time  of  the 
engagement. 

VII.  THE  SUBPOENA 


The  doctor  may  be 
subpoenaed  solely  as  a 
precaution  to  assure  a 
postponement  by  the 
court  if  the  doctor  fails  to 
appear.  The  attorney’s 
duty  to  the  client  may 
require  such  precaution. 

The  physician  must  an- 
swer to  a subpoena  like 
any  other  citizen,  except 
where  an  emergency  pre- 
vents doing  so.  An 
emergency  can  never  be 
a matter  of  mere  conve- 
nience to  the  physician. 
It  must  always  involve 
genuine  professional 
needs  of  a patient  and  the 
physician  takes  the  risk 
of  convincing  the  court 
that  the  emergency  was 
sufficient  to  justify  ig- 
noring the  court  order. 


Attorneys  should  issue 
subpoenas  promptly  so 
that  there  may  be  the 
maximum  possible  time 
for  the  doctor’s  prepara- 
tion to  respond. 

VIII.  INTERPRO- 
FESSIONAL 
DISPUTES 


This  Code  is  intended  to 
resolve  issues  that  might 
arise  because  of  fees, 
expenses,  scheduling  of 
physician  testimony  and 
other  matters  dealing 
with  the  relationship 
between  the  two  profes- 
sions. The  physician 
and  the  attorney  should 
use  every  effort  to  rea- 
sonably and  promptly 
resolve  any  issues  that 
arise  between  them. 

Where  a dispute  arises 
involving  these  matters 
which  the  physician  and 
attorney  cannot  resolve, 
either  may  refer  the 
matter  to  the  Joint  Griev- 
ance Committee.  The 
Joint  Grievance  Com- 
mittee shall  take  such 
action  as  is  necessary  to 
dispose  of  the  matter. 
The  Joint  Grievance 
Committee  shall  have  no 
jurisdiction  over  allega- 
tions or  claims  of  profes- 
sional malpractice. 

A.  Interdisciplinary 
Physician/A  ttorney 
Procedure  for 
Resolving  Disputes 

The  purpose  of  this 
procedure  i s to  set  forth  a 
speedy  mechanism 
whereby  attomey/physi- 


cian disputes  may  be 
resolved  in  a quick  and 
fair  manner. 

A rotating  committee 
shall  be  established  com- 
posed of  physicians  and 
attorneys  who  have  vol- 
untarily agreed  to  serve 
as  panelists,  without 
pay  and  on  relatively 
short  notice,  to  resolve 
disputes  between  the 
professions. 

A physician  and  an 
attorney  who  are  in 
charge  of  contacting 
panelists  and  arranging 
times  for  scheduling 
these  informal  proce- 
dures shall  be  appointed 
by  the  Medical  Society 
of  Delaware  and  the 
Medical-Dental/Legal 
Relations  Committee  of 
the  Delaware  State  Bar 
Association.  The  terms 
of  their  appointment 
shall  be  determined  by 
their  respective  profes- 
sional organizations. 

When  a dispute  arises,  a 
panel  of  three  shall  be 
convened  to  resolve  that 
particular  dispute. 

If  the  complaining  party 
is  a physician,  the  panel 
shall  be  comprised  of 
two  attorneys  and  a 
physician  with  the  phy- 
sician chairing  the  panel. 
If  the  complaining  party 
is  an  attorney,  the  panel 
shall  be  comprised  of 
two  physicians  and  an 
attorney  with  the  attor- 
ney chairing  the  panel. 

The  function  of  the 
panel  will  be  advisory 


and  its  decision  will 
have  no  legal  and  bind- 
ing effect.  The  panel 
will  not  have  any  sub- 
poena powers.  The 
panel  shall  not  be  bound 
by  formal  rules  of 
evidence.  Parties  to  the 
procedure  may  or  may 
not  call  witnesses  on 
their  behalf  and  may  or 
may  not  submit  written 
documents  in  support  of 
their  position. 

SUMMARY 


Each  profession  has  the 
duty  to  develop  an 
enlightened  and  tolerant 
understanding  of  the 
other.  The  aims  of  the 
two  professions  are  par- 
allel in  their  service  to 
society;  this  necessi- 
tates understanding  and 
cooperation  by  each 
profession  with  respect 
to  the  other  in  the  best 
interests  of  the  public. 

Each  profession  is  obli- 
gated to  respect  the 
calling  of  the  other. 
Neither  the  fact  nor  the 
appearance  of  incompe- 
tence, dishonesty  or  un- 
ethical conduct  on  the 
part  of  members  of 
either  profession  shall 
be  tolerated.  It  follows, 
then,  that  each  profes- 
sion must  vigorously 
support,  within  its  own 
ranks,  as  well  as  in  the 
ranks  of  the  other,  those 
ethical  concepts  which 
each  has  found  neces- 
sary to  adopt  in  the 
public  good. 


1 The  First  Interprofessional 
Code  of  Conduct  and  Practice 
was  adopted  by  the  Medical 
Society  of  Delaware  and  the 
Delaware  Bar  Association  in 
1957.  Since  that  time,  it  has 
been  the  primary  instrument  in 
the  successful  resolution  of 
historic  annoyances  between 
medicine  and  law  in  our  state. 
Although  basically  sound  in 
structure  and  content,  an 
increased  climate  of  coopera- 
tion between  doctors  and 
lawyers  now  allows  for  revi- 
sion and  expansion  of  the 
original  document. 

2 The  use  of  the  terms  physi- 
cians, physicians  of  medicine 
and  doctor(s)  relate  both  to 
M.D.s  and  D.O.s. 


Recovery  at  home 
just  got  a little  easier. 


Home  Medical  Equipment  is 

often  an  essential  component 
in  a patient’s  plan  of  care  — 
especially  home  care.  What  could  be 
more  natural  than  Home  Medical 
Equipment  from  the  Visiting  Nurse 
Association? 

We  have  combined  the  quality, 
efficiency,  and  cost-effectiveness  of 
VNA  home  healthcare  services  with 
Home  Medical  Equipment.  Now 
with  one  phone  call,  you  can  bring 
complete  home  healthcare  to  your 
patients. 

Statewide  and  regional  free 
delivery,  professional,  guaranteed  four- 
hour  delivery,  and  contracts  with  most 
healthcare  plans. 

Call  1-888-VNA-0001. 


VNA. 


Visiting  Nurse 


Association 

Id  e l a~ w a r e | of  Delaware 
75  Years  of  Caritu j 


Is  Your  Receivables 
System  Working  At 
Peak  Efficiency? 


Symptoms:  Reduced  Cash  Flow 
Diagnosis:  Ineffective  Follow-up 


£4 


\ 

I r 


Physicians’  Advocate 


To  implement  a plan  to  get  your  accounts 
receivables  in  shape  for  1997,  contact  Jana  Siwek  at 
the  Medical  Society  of  Delaware  at  658-7596  or 
(800)  348-6800  in  Kent  and  Sussex  counties. 

i 

Physicians’  Advocate  is  a managed  care  consulting  and  practice 
management  service  offered  by  the  Medical  Society  of  Delaware  as 
a member  benefit. 


The  Newest  Member  Benefit . . . 

The  Physicians'  Advocate  Resume  Repository  is 
currently  accepting  resumes  for  medical  office 
staff.  For  additional  information,  please  call  the 
Physicians'  Advocate  office  at  (302)  658-7596. 


IN  BRIEF 


1997  ANNUAL  SESSION 
AMERICAN  COLLEGE  OF  PHYSICIANS 

What:  The  largest  Meeting  for  Internal  Medi- 

cine and  its  Subspecialties. ...Four 
Days,  300+  Lectures  and  Workshops 
on  Adult  Health  Issues 

When:  March  22-25,  1997  (Sat.-Tues.) 

(Pre-Session  Course  March  20-21) 

Where:  Pennsylvania  Convention  Center 

Philadelphia,  PA 

Keynote:  Jordan  J.  Cohen,  MD,  President 

Association  of  American  Medical  Colleges 

Topics:  End-of-Life  Care  • Shared  Responsibil- 
ity: Generalist  and  Subspecialist 

Violence  Prevention  • Managing  HTV 
Cross-Cultural  Medicine  • Managed 
Care  • Breast  Cancer  • Hepatitis 
Talking  to  Teens  • The  Gynecological 
Examination  • Men  and  Women's 
Health  Issues 


BOOKLET  AVAILABLE  ON  CHRONIC  FATIGUE 
SYNDROME  (CFS) 

The  National  Institute  of  Allergy  and  Infectious 
Diseases  (NLAID)  has  revised  its  popular  booklet 
developed  to  inform  the  medical  community  about 
chronic  fatigue  syndrome  (CFS).  Chronic  Fatigue 
Syndrome:  Information  for  Physicians  can  assist 

physicians  and  other  health  professionals  in 
developing  a supportive  program  of  patient 
management  that  dispels  myths  about  CFS  and  its 
treatment,  offers  reassurance,  and  helps  patients 
and  their  families  adjust  to  living  with  this  chronic 
illness.  Free  copies  can  be  obtained  by  writing  to: 
CFS  Booklet;  NLAID  Office  of  Communications  (31/ 
7A50);  3 1 Center  Drive,  MSC  2520;  Bethesda, 
Maryland  20892-2520.  To  order  or  download  the 
publication  online,  visit  NIAID's  home  page  at  http:/ 
/www.  niaid.nih.gov. 


FIRST  PCR  TEST  FOR  RAPID  DETECTION  OF 
MYCOBACTERIUM  TUBERCULOSIS 
APPROVED  FOR  MARKETING  BY  FDA 

Once  predicted  to  be  eradicated  by  the  year  2000, 
tuberculosis  is  a potentially  deadly,  contagious 
infection  that  is  harbored  by  approximately  one- 
third  of  the  world's  population  and  claims  an 
estimated  three  million  lives  annually  worldwide. 
Although  tuberculosis  is  treatable  with  antibiot- 
ics - normally  a four-drug  regimen  taken  over  a 
12-month  period  - mortality  may  result  from 
failure  or  delay  in  diagnosing  the  disease,  as  well 
as  from  ineffective  treatment  due  to  poor 
compliance  or  drug-resistant  strains.  Concomi- 
tant with  the  recent  surge  in  the  number  of  cases 
of  tuberculosis  seen  in  the  US  in  the  early  90s,  has 
been  the  need  for  a rapid  diagnostic  test. 

It  was  recently  announced  that  the  first  rapid 
diagnostic  test  for  the  detection  of  Mycobacterium 
tuberculosis  (MTB),  based  upon  the  widely 
publicized  polymerase  chain  reaction  (PCR),  was 
approved  for  marketing  by  the  Food  and  Drug 
Administration.  Leveraging  the  proven  perfor- 
mance of  PCR,  the  test  can  rapidly  and  reliably 
detect  M.  tuberculosis  within  hours  as  opposed  to 
weeks  with  conventional  culture  methods. 

The  test  provides  a reliable  tool  for  confirming 
tuberculosis  in  untreated  patients  who  have  AFB 
(Acid  Fast  bacilli)  positive  smear  results.  With 
clinical  trials  that  indicate  95  percent  sensitivity 
and  100  percent  specificity  in  this  patient 
population,  physicians  can  have  more  confidence 
early  in  their  treatment  decisions.  The  packaging 
of  PCR  in  a user-friendly  kit  for  laboratories  offers 
broad  access  to  the  technology's  clinical  benefits  - 
which  are  believed  will  lead  to  improved  patient 
care  for  individuals  suspected  of  having  the 
disease. 

Earlier  detection  may  lead  to  overall  savings 
within  the  hospitals  as  well.  Earlier  diagnosis 
means  that  patients  can  be  more  appropriately 
managed  at  an  earlier  stage,  resulting  in  more 
efficient  utilization  of  hospital  resources. 


Del  Med  Jrl,  February  1997,  Vol  69  No  2 


99 


TAM  Consulting  Associates,  Inc. 

Information  Management  Services 

OUR  MISSION: 


TO  HELP  YOU  WORK  SMARTER 
NOT  HARDER 


DOES  THE  THOUGHT  OF  SELECTING 
NEW  TECHNOLOGY  FOR  YOUR  PRACTICE 
SEND  CHILLS  DOWN  YOUR  SPINE??? 


ARE  YOU  SURE  YOUR  CURRENT 
AUTOMATION  VENDOR  IS 
GIVING  YOU  THE  BEST  DEAL??? 


WE  CAN  HELP  !!! 


Our  services  include: 

• Development  of  a Strategic  Information  Systems  Plan  that  will  help  identify  and  meet 

your  practice’s  future  automation  objectives  and  directions. 

• Assessment  of  the  offices  current  operational  environment. 

• Evaluation  and  selection  of  technology  solutions  and  cost  effective  improvements. 

• Review  and  negotiation  of  hardware  and  software  system  acquisitions  and  support  contracts. 

• Provide  technology  and  data  management  on  an  outsourced  basis. 


Give  us  a call  today  !!! 
(302)425-5560 


TAM  Consulting  Associates,  Inc. 

1701  Augustine  Cut-Off,  Suite  14  • Wilmington,  DE  19803 
Thomas  A.  Mieszala  - President 


Only  when  you 
have  a claim 
do  you  learn  the 
real  value  of 
your  insurance 
policy. 


■it's  worth  it. 


"What  a doctor  needs  the  most  in  a situation 
like  this  [malpractice  lawsuit]  is  someone  that 
really  knows  the  law,  but  is  also  able  to  listen  to  the 
medical  side  of  the  case.  On  every  occasion  that  I 
approached  my  lawyer,  I felt  that  in  addition  to 

having  an  expert,  I had 
someone  who  was 
befriending  me.  Every 
time  I reached  out  to  him, 
he  was  available.  Every 
detail  of  the  case  that  I 
thought  was  valid  at  the  medical  level,  was  ad- 
dressed or  questioned  at  the  legal  level. 

"This  experience  was  difficult,  but  if  anyone 
has  to  live  through  it,  may  they  be  lucky  enough  to 
encounter  [my  Princeton-assigned  attorney]. 

Thank  you  for  bringing  us  together." 

A Princeton-insured  physician 
insured  6 years 


ifl 


Princeton  Insurance  Companies 
4 North  Park  Drive,  Hunt  Valley,  MD  21030-1880 
(800)  757-2700 


Sound  professional  liability  protection  for 
the  medical  and  health  care  community  since  1975. 


Merestcme 


Gracious  french  Country  fiome 

By ' Wilkinson  Builders 


This  gorgeous  custom-built  home  has  much  to 
offer:  gourmet  custom  kitchen  with  granite 
countertops  and  butler’s  pantry;  a lst-floor 
library  with  custom  bookcases;  finished  walk- 
out lower  level  with  full  bath,  dog  shower  and 
built-in  custom  bar  overlooking  beautiful 
in-ground  pool.  $835,000. 

Call 

Barbara  Heilman 
239-3670 


The  Law  Firm  op 

Morris,  James,  Hitchens  & Williams 


MORRIS  JAMES 

HITCHENS  4 WILLIAMS 


takes  pleasure  in  announcing  that 
Laura  Sunstein  Murpliy 

formerly  witk 

Saul,  Ewing,  Remick  & Saul 

kas  joined  the  firm  as  a partner. 

Mrs.  Murphy  concentrates  her  practice 
in  the  area  of  health  care  law. 

222  Delaware  Avenue 
Wilmington,  Delaware  19801 
(302)  888-6800 

kttp:  Wwww.morrisjames.com 


Papa  stavros  ’ 
Associates 

MEDICAL 

ikmftjy, 

Alu' 

t Papastavros’  Associates  Medical  Imaging 
Centers  our  skilled  professionals  are  committed  to 
providing  the  most  advanced  diagnostics  in  a 
caring  and  comfortable  atmosphere. 

We  are  dedicated  to  meeting  the  ever  changing 
needs  of  the  community  and  maintaining  the 
highest  quality  service  available  today. 

‘The  quality  services  that  we  promde  include: 

♦ X-Hay  ♦ MM. I.  Scanning  ♦ Ultrasound  ♦ 

♦ CM. ‘7.  Scan  ♦ Muclear  Medicine  ♦ 

♦ Mammography  ♦ 

‘Tull  Sendee  Imagine)  Centers  located  at: 

♦ 1701  Augustine  Cutoff  ♦ 40  Polly  Drummond  Hill  Rd. 


Suite  100,  Bldg.  IV 

Suite  100,  Bldg.  4 

Wilmington,  DE  19803 

Newark,  DE  19711 

( 302 ) 652-3016 

O02^  737-5550 

Other  Convenient  .Locations 

1508  Pennsylvania  Avenue 

655-4042 

2700  Silverside  Road 

g.78-1100 

1805  Foulk  Road 

475'^036 

420  Christiana  Medical  Center 

368-30,53 

1320  Philadelphia  Pike 

732-2523 

1941  Limestone  Medical  Building 

332-0502 

1502  Delaware  Street,  New  Castle 

328-1502 

2600  Summit  Bridge  Road 

836-8350 

16  Omega  Drive  Bldg,  B-89 

738-5500 

5317  Limestone  Road 

233-3415 

550  Stanton-Christiana  Road 

633-M 10 

314  E.  Main  St.,  Newark,  DE 

455-0775 

Quality,  Care  and  Service  Since  1958 
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THE  MEDICAL  SOCIETY  OF  DELAWARE  (MSD) 
HOUSE  OF  DELEGATES 
PART  II 


REPORTS  OF 
SPECIAL  COMMITTEES 

Committee  on  Aging 

The  Committee  on  Aging  met  on  a 
quarterly  basis  this  past  year. 
Meetings  were  attended  by  both 
appointed  members  of  the  Medical 
Society,  as  well  as  representatives 
from  outside  agencies.  These 
included  Ms.  Eleanor  Cain,  Direc- 
tor of  the  State  Division  of  Services 
for  Aging  and  Adults  with  Physical 
Disabilities  and  Mr.  Robert 
Lawson,  Executive  Director  of  the 
Delaware  Healthcare  Facilities 
Association. 

The  Division  of  Services  for  Aging 
and  Adults  with  Physical  Disabili- 
ties, in  coordination  with  the 
Society’s  Public  and  Professional 
Education  and  Advocacy  Commit- 
tee, has  developed  a Speakers’ 
Bureau  for  Delaware  Senior  Citi- 
zens. The  Committee  on  Aging 
provided  initial  assistance  and 
input  into  this  endeavor.  Ten 
physicians  agreed  to  participate  in 
the  pilot  program  involving  seven 
senior  centers. 

The  Society  also  participated  in 
Beach  Day,  sponsored  by  the 
Division  of  Services  for  Aging  and 
Adults  with  Physical  Disabilities 
at  Rehoboth  Beach.  This  year  it 
was  held  September  20.  Several 
members  of  MSD  volunteered 
their  time  at  the  Society’s  booth  as 
part  of  the  health  and  wellness 
activities  of  this  event. 

The  Committee  on  Aging  also 
continued  to  be  a forum  for 


distribution  of  information  con- 
cerning health  care  and  the  aged. 
Updates  were  provided  concern- 
ing revisions  of  the  state  long  term 
care  regulations,  a project  of  the 
Office  of  Health  Facilities  Licens- 
ing and  Certification.  Updates  and 
general  information  were  also 
given  concerning  the  advance 
directives  bill  in  the  State  legisla- 
ture, Medicaid  acute  care  and  long 
term  managed  care,  the  DAAPD 
Disabilities  Guide,  licensure  and 
legislation  concerning  assisted 
living  programs  and  adult  day  care 
programs,  use  of  physical  re- 
straints in  long  term  care,  and  the 
Delaware  Healthcare  Facilities 
Association. 

Dr.  Roger  Rodrigue,  as  Geriatric 
Symposium  chairman,  presented 
the  contents  of  the  1996  program 
for  comments  and  review.  The 
Committee  on  Aging  recommended 
that  the  Society  provide  continued 
support  of  the  Annual  Geriatric 
Medicine  Symposium. 

The  committee  continues  to  look 
forward  to  collaborative  efforts 
with  the  Division  of  Services  for 
Aging  and  Adults  with  Physical 
Disabilities,  the  Delaware  Health 
Care  Facilities  Association,  and 
other  organizations  such  as  AARP 
and  the  Nemours  Health  Clinics 
which  focus  on  eldercare  health 
issues. 

Wayne  Zwick,  M.D. 

Chair 

The  report  was  filed. 


Charitable  Services  Committee 

The  Charitable  Services  Commit- 
tee of  the  Medical  Society  of 
Delaware  has  met  once  this  year  to 
discuss  our  involvement  with  the 
Claymont  Community  Center,  in 
particular  the  health  service 
there.  The  health  service  contin- 
ues to  enjoy  wide  acceptance  in 
that  community.  The  number  of 
patient  visits  is  increasing.  We 
have  need  for  additional  volunteer 
physicians  to  see  patients  on  site, 
as  well  as  a need  for  specialty 
physicians  particularly  in  the 
areas  of  orthopedics,  dermatology, 
and  OB/GYN  to  see  patients  in 
their  office  on  a referral  basis. 

We  also  had  a vigorous  discussion 
concerning  the  concept  of  a “work 
fair'  at  the  Claymont  Community 
Center  so  that  patients  who  are 

unable  to  pay  anything  for  the 

services  rendered  might  be  able  to 
return  some  type  of  work  in 
exchange  for  their  medical  care. 
The  director  of  the  Claymont 
Community  Center,  Mr.  William 
Carl,  has  been  looking  into  this, 
and  we  will  be  scheduling  a 
meeting  in  the  near  future  to  re- 
visit this  issue. 

One  of  the  most  exciting  things 
going  on  at  Claymont  is  the 

construction  of  the  new  health 
service  area  which  will  have 
expanded  waiting  area,  exam 
rooms,  physicians’  offices,  and 
nurse  laboratory  area.  I believe 
this  to  be  one  of  the  most 
important  efforts  that  the  Medical 
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Society  has  undertaken  in  the  last 
few  years  and  urge  continued 
support  by  the  members  in  this 
effort. 

In  relationship  to  the  Charitable 
Services  Committee,  I have  ac- 
cepted a position  on  the  Board  of 
Directors  of  the  Claymont  Com- 
munity Center.  This  body  meets 
monthly  and  oversees  all  the 
projects  at  the  Claymont  Commu- 
nity Center  including  the  health 
services,  all  day  social  services, 
and  budget.  From  that  podium,  I 
have  had  a wonderful  opportunity 
to  express  the  needs  of  the  health 
service  and  been  able  to  move  that 
forward  within  the  budgetary 
constraints. 

Dennis  R.  Witmer,  M.D.,  F.A.C.S. 
Chair 

The  report  was  filed. 


Environmental  and 
Public  Health  Committee 

The  committee  met  on  December 
7,  1995,  January  18,  February  22, 
April  18,  June  20,  and  October  17, 
1996. 

In  the  area  of  the  environment,  we 
had  Christopher  Tulou  join  us  at 
the  February  meeting  to  discuss 
local  environmental  issues.  He 
noted  that  DNREC  had  signed  a 
performance  partnership  agree- 
ment with  EPA  that  identifies 
environmental  problems  and  goals 
and  establishes  performance  mea- 
sures to  determine  how  well  goals 
are  being  met.  Particular  issues 
that  DNREC  is  addressing  include 
ground  level  ozone,  education 
regarding  health  risks  of  certain 
lifestyles  and  environments,  par- 
ticulate matter,  and  SJR  1 1 . SJR 
1 1 requires  DNREC  and  the 
Department  of  Health  and  Social 
Services  to  submit  a plan  to 
develop  programs  to  better  under- 
stand the  interaction  between 
environmental  toxins  and  public 
health. 

We  had  discussions  about  how 
DNREC,  the  Division  of  Public 
Health,  and  the  Medical  Society 


could  interact  more  meaningfully. 
A Memorandum  of  Understanding 
on  Environmental  Health  Evalua- 
tion between  DNREC  and  the 
Division  of  Public  Health  was 
distributed  and  discussed.  It  was 
felt  that  we  could  play  a role  in 
communication  and  education  on 
these  issues  within  our  profession 
and  with  the  public.  We  committed 
to  ongoing  efforts  to  cultivate  the 
connections  with  DNREC  and  the 
Division  of  Public  Health. 

The  majority  of  our  time  and 
energy  last  year  went  to  evalua- 
tion of  the  Put  Prevention  into 
Practice  (PPIP)  pilot  project  and 
plans  of  how  to  move  it  forward. 

Vinay  Hosmane  presented  an 
analysis  of  the  PPIP  project/ 
implementation  in  Delaware  as 
part  of  his  master’s  thesis  in  public 
health.  He  and  the  committee  had 
several  good  suggestions  including 
letting  physicians  adapt  kits  to 
their  offices,  holding  a half-day 
conference  on  the  PPIP  program, 
putting  an  article  in  the  DMJ, 
selling  kits  at  the  annual  meeting, 
involving  other  groups  and  organi- 
zations on  an  advisory  committee 
to  include  physicians,  managed 
care  representatives,  and  the 
Division  of  Public  Health.  The 
Division  of  Public  Health  will  take 
the  lead  to  put  this  Alliance/ 
committee  together  and  call  the 
first  meeting.  Our  goal  is  to 
improve  preventive  care  by  most 
primary  care  doctors  in  Delaware. 

It  was  noted  that  the  fall  meeting 
of  the  Delaware  Public  Health 
Association  would  be  November  12 
at  the  DuPont  Country  Club.  Dr. 
Barry  Levy,  President-Elect  of 
APHA,  will  be  the  guest  speaker. 

It  is  hoped  in  the  next  year  that  we 
will  add  new  members  and 
interest  to  the  committee.  It  is 
important  that  we  build  and 
reinforce  our  network  with  like- 
minded  groups  in  our  community. 
We  need  to  explore  ways  to 
improve  our  communication  and 
education  within  the  MSD  and 
community  as  a whole.  We  plan  to 
push  ahead  with  the  PPIP 


program,  hopefully,  in  substantive 
fashion. 

John  J.  Goodill,  M.D. 

Chair 

The  report  was  filed  with  special 
interest  in  the  “Put  Prevention  Into 
Practice”  program  and  with  a special 
commendation  to  Dr.  Charles 
Konigsberg  for  his  devoted  service  on 
this  committee  and  many  other  Medical 
Society  initiatives.  The  Reference 
Committee  stated  that  it  hoped  the 
Environmental  and  Public  Health  Com- 
mittee will  gain  increased  interest  from 
Society  members  in  the  future. 


Maternal  and 
Child  Care  Committee 

At  the  conclusion  of  the  last 
meeting  of  the  House  of  Delegates 
of  the  Medical  Society,  the 
Reference  Committee  recom- 
mended, and  the  House  of  Del- 
egates adopted  the  following:  The 
Maternal  and  Child  Health  Com- 
mittee be  asked  to  report  back  to 
the  Board  of  Trustees  on  the  issue 
of  mandatory  HIV  testing  with  a 
recommendation  based  on  scien- 
tific evidence.  The  committee  has 
reviewed  the  literature  made 
available  by  the  U.S.  Public 
Health  Service.  While  acknowl- 
edging the  importance  of  early 
testing  for  HIV  and  prophylactic 
treatment  of  those  found  to  be 
infected,  it  did  not  support 
mandatory  testing.  The  CDC 
noted  that  “higher  levels  of 
acceptance  have  been  found  in 
clinics  where  testing  is  voluntary, 
but  recommended  by  the  health- 
care provider,  than  in  clinics  that 
use  a nondirective  approach  to 
HIV  testing....”  As  a consequence, 
the  committee  recommended  the 
support  of  the  Medical  Society  for 
the  position  of  the  CDC.  The 
House  of  Delegates  also  asked  the 
Public  Laws  Committee  to  draft 
legislation  to  assure  that  insur- 
ance companies  pay  for  prenatal 
HIV  testing.  The  committee  agreed 
with  the  importance  of  this  issue. 
Finally,  House  Bill  626  was  passed 
and  signed  this  year.  This  Bill 
reaffirms  the  Medical  Society’s 
previous  recommendation  that 
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HIV  testing  be  offered  to  all 
pregnant  patients. 

Members  of  the  committee  have 
expressed  concern  about  insur- 
ance companies’  mandated  early 
discharge  of  mothers  and  children. 
The  Maternal  and  Child  Care 
Committee  urged  the  Medical 
Society’s  support  of  the  AAP’s 
model  Bill  to  require  insurance 
coverage  of  a 48  hour  stay  (House 
Bill  404).  This  Bill  was  ultimately 
not  passed,  although  a nonbinding 
resolution,  introduced  by  Repre- 
sentative Jane  Maroney,  which 
urged  the  voluntary  adoption  of 
guidelines  regarding  postpartum 
hospital  stays  proposed  by  the 
Early  Discharge  Task  Force,  was 
passed. 

Since  the  last  meeting  of  the 
House  of  Delegates,  Governor 
Carper  created  the  Delaware 
Perinatal  Board.  Katherine  L. 
Esterly,  M.D.,  was  appointed 
chairperson.  Various  members  of 
the  Medical  Society  and  this 
committee  have  been  appointed  to 
this  Board,  which  has  been 
charged  with  “assessing,  defining 
and  prioritizing  the  problems 
contributing  to  infant  mortality” 
and  “assisting  in  the  development 
of  a comprehensive,  coherent 
approach  to  the  problem  of  infant 
mortality.”  Much  effort  has  been 
expended  by  the  various  commit- 
tees of  the  Board.  Standards  of 
care  for  pediatric  and  obstetrical 
services  are  being  discussed  and 
will  be  reviewed  by  physicians 
across  the  state  later  this  autumn. 

Late  last  year.  Governor  Carper 
appointed  the  members  of  the 
Child  Death  Review  Commission. 
This  group  is  charged  with 
reviewing  deaths  of  all  children 
less  than  18  years  of  age.  The 
purpose  of  this  group  is  to  make 
recommendations  which  will  lead 
to  a decrease  in  the  number  of 
child  deaths  in  Delaware.  The 
Commission  is  chaired  by  the 
Chief  Medical  Examiner,  Richard 
T.  Callery,  M.D.  This  Commission 
will  make  its  first  report  to  the 
state  later  this  year.  The  two 
review  panels  of  the  Commission, 


one  for  New  Castle  and  one  for 
Kent  and  Sussex  counties,  are 
chaired  by  the  Assistant  Medical 
Examiner,  Adrienne  Sekula- 
Perlman,  M.D. 

Finally,  the  Committee  has  ex- 
pressed interest  in  several  issues. 
The  definition  of  a “live  birth"  has 
seemed  somewhat  elusive.  We  will 
be  meeting  with  members  of  the 
Bureau  of  Vital  Statistics  to  clarify 
this  definition.  Concern  has  been 
raised  with  regard  to  Adolescent 
Pregnancy/Pregnancy  Prevention. 
We  will  be  scheduling  a meeting 
with  Brenda  Young,  who  is 
responsible  for  the  Adolescent 
Maternity  Service  at  the  Medical 
Center  of  Delaware  and  the 
Alliance  for  Adolescent  Pregnancy 
Prevention,  to  address  these 
issues. 

Garrett  H.C.  Colmorgen,  M.D. 
Chair 

The  report  was  adopted  with  support 
for  voluntary  HIV  testing  for  pregnant 
women  per  the  CDC  recommenda- 
tions. 


Medicine  and 
Religion  Committee 

The  focus  of  activity  for  the 
Medicine  and  Religion  Committee 
has  been  the  Prayer  Breakfast  at 
the  annual  meeting  of  the  Medical 
Society  of  Delaware  in  November 
at  the  Hotel  du  Pont. 

There  is  a new  format  for  the 
program  this  year,  with  breakfast 
in  the  Christina  Room  at  7:00  a.m. 
followed  by  a program  in  the 
DuBarry  Room  to  which  all 
physicians  and  spouses  are  in- 
vited. Speakers  will  include  Will- 
iam Ardill,  M.D.,  a medical  mission- 
ary, and  a physician  from  Doctors 
Without  Borders.  The  purpose  of 
the  program  is  to  explore  medical 
and  social  sensitivity  from  a 
religious  perspective  and  medical 
service  from  a political  perspective 
as  complementary  concepts  within 
the  field  of  medicine. 

It  has  been  some  years  since  the 
Medicine  and  Religion  Committee 


sponsored  a physician-clergy 
breakfast.  If  there  is  interest 
among  the  Society’s  general  mem- 
bership in  repeating  this  program, 
we  will  direct  our  efforts  toward 
such  a program. 

Bruce  A.  Fellows,  M.D. 

Chair 

The  report  was  filed. 


Medico-Legal  Affairs  Committee/ 
Joint  Committee  of  Physicians 
and  Attorneys 

During  the  past  year,  the  efforts 
of  the  Medico-Legal  Affairs  Com- 
mittee and  the  Joint  Committee 
of  Physicians  and  Attorneys  have 
been  directed  towards  finalizing 
an  Interprofessional  Code  of 
Ethics.  It  has  been  approved  by 
the  Board  of  the  Delaware  Bar 
Association  and  the  Medical 
Society  of  Delaware. 

John  T.  Hogan,  M.D.,  F.A.C.S. 
Chair 

The  report  was  adopted  with  the 
Second  Interprofessional  Code  of 
Conduct  and  Practice.  Please  refer  to 
special  pull-out  section  of  this  Journal. 


Mental  Health,  Alcoholism, 
and  Drug  Abuse  Committee 

The  committee  remains  largely 
inactive  but  keeps  in  touch  with 
affiliated  people  and  committees 
addressing  these  issues.  These 
include  the  Psychiatric  Society  of 
Delaware  and  the  Delaware 
Coalition  of  Mental  Health  Profes- 
sionals. 

House  Bill  340,  an  important  piece 
of  legislation  that  would  have 
assured  parity  in  coverage  for 
mental  health,  substance  abuse, 
and  emotional  disorders  with  that 
for  physical  disorders,  was  re- 
ported out  of  committee  on  June 
26,  when  the  legislative  session 
was  nearly  over,  and  did  not  come 
up  for  a vote.  Many  physicians 
supported  this  legislation,  and  the 
bill  will  be  re-introduced  in  the 
next  legislative  session. 

Neil  S.  Kaye,  M.D. 

Chair 

The  report  was  filed. 
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Pharmacy  Committee 

The  Pharmacy  Committee  con- 
vened in  February,  June,  and 
October  of  1996.  The  following 
issues  were  addressed  by  the 
committee: 

The  Potential  for  Mail  Order 
Pharmacies  to  Alter  the 
Quantity  of  Medication 
Dispensed 

It  was  brought  to  the  attention  of 
the  committee  that  mail  order 
pharmacies  sometimes  dispense  a 
90-day  supply  of  medications,  even 
if  that  was  not  the  quantity 
written  on  the  prescription.  The 
prevalence  of  this  policy  was 
investigated  by  writing  to  many 
mail  order  pharmacies.  The  ex- 
pressed policy  of  these  pharmacies 
is  to  fill  prescriptions  only  in  the 
quantity  that  the  physician  pre- 
scribes. Prescriptions  written  for  a 
one  month  supply  are  according  to 
policy  filled  as  written.  The  mail 
order  pharmacies  stated  that 
insurance  companies  do  generally 
make  it  cheaper  for  the  patients  if 
they  receive  their  medications  in 
90-day  quantities.  The  Mail  Order 
Pharmacies  further  state  that  if 
the  patient  requests,  they  will  call 
a prescribing  physician  in  order  to 
change  the  prescribed  amount  in 
an  effort  to  reduce  the  cost  to  the 
patient. 

The  Pharmacy  Committee  recom- 
mended to  the  Board  of  Pharmacy 
that  a regulation  be  written  which 
would  not  allow  alteration  of  the , 
quantity  prescribed  without  con- 
sulting the  prescribing  physician. 
In  the  meantime,  the  Pharmacy 
Committee  recommends  that  phy- 
sicians who  do  not  wish  to  have  the 
quantity  increased  should  specify 
that  on  their  prescriptions. 

Collaborative  Drug 
Therapy  Management  Act 

The  Pharmacy  Committee  has 
been  working  with  the  Board  of 
Pharmacy  in  formulating  the 
specifics  by  which  a pharmacist 
clinician  can  work  under  the  direct 
supervision  of  a physician  to 
implement,  monitor,  and  modify 


drug  therapy  for  patients  using 
standing  orders,  protocols,  and 
algorithms.  The  final  version  of 
this  Act  should  be  implemented  in 
the  next  few  months. 

Administration  of  Medica- 
tions in  the  Schools 

The  Pharmacy  Committee  facili- 
tated a discussion  between  the 
nurses  responsible  for  supervising 
the  administration  of  medications 
in  our  public  schools,  the  State 
Board  of  Pharmacy,  and  the 
Medical  Society  in  an  effort  to 
develop  policies  which  would 
assist  in  the  safe  administration  of 
medication  to  children  while  they 
are  on  school  trips.  Recommenda- 
tions from  the  committee  have 
been  forwarded  to  the  Board  of 
Pharmacy. 

Drug  Utilization  Review 
Board 

Members  of  the  Pharmacy  Com- 
mittee continue  to  work  with  the 
State  Drug  Utilization  Review 
Board.  Procedures  for  prospec- 
tively and  retrospectively  review- 
ing pharmaceutical  use  within  the 
State  of  Delaware  continued  to  be 
developed  and  implemented. 

Liaisons  with  State 
Agencies  Concerning 
Pharmaceutical  Concerns 

The  Pharmacy  Committee  contin- 
ues its  close  contact  with  the  State 
Board  of  Pharmacy,  the  Delaware 
Pharmaceutical  Society  and  the 
Controlled  Substances  Act  Advi- 
sory Committee. 

Michael  J.  Pasquale,  M.D. 

Chair 

The  report  was  filed  with  commenda- 
tion to  Dr.  Pasquale. 


Physicians’  Health  Committee 

The  Physicians’  Health  Commit- 
tee continues  its  work  by  following 
ongoing  cases  along  with  new  ones 
from  this  year.  The  nature  of  the 
issues  causing  impairment  is 


similar  to  years  past  in  that  they 
are  varied. 

Some  new  items  taken  up  by  the 
Committee  included  the  following: 

1 . Defining  formally  in  written 
fashion  the  relationship  be- 
tween the  Board  of  Medical 
Practice  and  the  PHC  in 
order  to  improve  communi- 
cation and  clarify  expecta- 
tions. 

2.  Visiting  neighboring  cutting 
edge  programs  in  Maryland 
and  New  Jersey  for  consul- 
tation. 

3.  Exploring  the  expansion  of 
the  PHC  to  join  forces  with 
other  health  care  providers 
in  Delaware  to  take  advan- 
tage of  the  state’s  small  size 
so  that  uniformity  and 
standardization  of  practice 
may  be  achieved. 

John  B.  Kramer,  M.D. 

Chair 

The  report  was  filed  with  commenda- 
tion to  Dr.  Kramer. 


Prison  Health  Committee 

Since  our  last  report  in  1995,  there 
has  been  no  meeting  of  the 
committee,  although  we  did  circu- 
late a copy  of  a letter  to  the 
Governor  requesting  for  the  sec- 
ond or  third  time  the  institution  of 
an  ombudsman  system  in  the 
prisons.  To  this  there  were  a few 
favorable  responses,  and  to  my 
pleasure  we  finally  did  hear  from 
the  Governor.  This  would  suggest 
a prolonged  process  of  discussion 
and  review  and  may  take  longer 
than  any  of  us  can  wait.  There  are 
a few  other  straws  in  the  wind, 
which  may  be  more  helpful  in  this 
regard  since  I feel  this  is  an 
essential  element  if  we  really  wish 
to  correct  the  situation  which 
seems  to  favor  everyone  but  the 
prisoners,  the  patients  for  whom 
we  are  asked  to  care. 

Before  the  change  from  Correc- 
tional Medical  Systems  to  Prison 
Health  Systems,  a number  of 
relatively  small  problems  had 
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arisen  but  we  have  no  longer  been 
able  to  contact  any  prison  doctor 
for  help.  Since  our  meeting  on 
October  4,  1996,  with  several  of 
the  responsible  people  from  the 
Department  of  Corrections  and 
Prison  Health  Service,  I think  we 
shall  have  much  greater  success. 

Charles  L.  Minor,  M.D. 

Chair 

The  report  was  filed  with  the  recom- 
mendation that  the  committee  address 
public  health  issues  including  tubercu- 
losis and  HIV  and  a strong  recommen- 
dation to  add  a representative  from 
Public  Health  as  a member  of  the 
committee.  The  Reference  Committee 
also  supported  beginning  a dialogue 
with  the  new  director  of  prison  health. 


REPORTS  OF  AD  HOC 
COMMITTEES 


Ad  Hoc  Advisory  Committee 
to  the  Board  of  Medical  Practice 

Members  of  the  committee  made 
themselves  available  to  the  Board 
of  Medical  Practice  as  needed 
during  the  past  year. 

The  Advisory  Committee  to  the 
Board  of  Medical  Practice  was 

formed  over  a year  ago  to  assist  the 
Board  of  Medical  Practice  in 

adjudication  of  allegations  con- 
cerning physicians  about  whom  a 
preliminary  investigation  by  the 
Board  has  determined  that  reason 

exists  for  the  Board  to  take 
definitive  actions.  The  advisors 
are  not  paid  for  their  efforts.  The 
voluntary  cooperation  of  the  physi- 
cians has  been  gratifying. 

Martin  Gibbs,  M.D. 

Chair 

The  report  was  filed. 


Medicare  Physicians 
Advisory  Committee 

The  Carrier  Advisory  Committee 
(CAC)  continues  to  meet  quarterly 
with  the  carrier,  Xact.  Attendance 
has  been  steady  with  approxi- 


mately one-fourth  of  the  total 
committee  at  a given  meeting.  All 
specialty  and  subspecialty  col- 
leges, as  well  as  various  agencies 
and  associations  are  assigned 
representatives  to  the  meetings.  It 
is  hoped  that  fuller  attendance 
will  become  a pattern.  The  more 
comments  the  carrier  can  hear 
regarding  its  policies  and  the 
implementation  of  HCFA  policies, 
the  more  likely  Xact  will  listen  and 
hopefully  make  changes  to  help 
with  a smooth  flow  of  medical 
delivery. 

Confusion  often  occurs  when 
questions  are  raised  on  issues  of 
policy.  Xact  does  not  set  policy.  Its 
function  is  the  implementation  of 
these  policies.  When  this  occurs,  it 
is  hoped  that  the  various  colleges 
will  address  these  issues  on  the 
national  level. 

The  new  medical  director  for  Xact 
feels  that  not  many  members 
review  the  policy  changes  that  are 
sent  out.  To  help  improve  this 
issue  and  to  help  make  the 
agendas  more  uniform  between 
the  regional  CACs  (PA,  DC,  NJ, 
DE),  future  meetings  will  be  held 
in  each  state  during  the  same 
week.  Review  policies  will  be 
mailed  for  that  meeting  stating 
the  45-day  review  period  man- 
dated by  HCFA.  The  regional  co- 
chairs agree  with  this.  It  should 
allow  for  a more  uniform  discus- 
sion. 

The  meetings  have  been  vocal.  It  is 
hoped  that  with  input  from  the 
physicians  as  well  as  other 
medical  associations  in  the  State 
of  Delaware,  this  will  continue  to 
help  ensure  good  medical  care  for 
the  Medicare  population. 

William  R.  Nottingham,  Jr.,  M.D. 
Co-Chair 

The  report  was  filed  with  commenda- 
tion to  Dr.  Nottingham  for  all  of  his  hard 
work  and  to  the  physicians  who 
regularly  attended  this  committee. 


REPORTS  OF  COUNCILS 
OF  SPECIALTY  SOCIETIES 

Representatives  of  the  specialty 
societies  were  invited  to  submit 
reports  for  inclusion  in  the  House 
of  Delegates  handbook. 

Delaware  Society 
of  Anesthesiologists 

The  members  of  the  Delaware 
Society  of  Anesthesiologists  con- 
tinue to  make  important  strides  in 
the  area  of  perioperative  medicine. 
One  important  aspect  of  this  effort 
has  been  the  establishment  and 
continued  success  of  preanesthesia 
evaluation  services.  These  ser- 
vices have  allowed  patients  to 
come  into  the  hospital  before  their 
surgery  to  be  evaluated  by  an 
anesthesiologist.  As  a result, 
further  preoperative  laboratory 
testing  and/or  medical  consulta- 
tion can  be  ordered  and  completed 
in  the  most  expeditious  manner. 
Consequently,  our  physicians  have 
been  able  to  ensure  patients  are 
prepared  optimally  for  their  sur- 
gery, which  minimizes  the  risks  of 
their  procedure.  In  addition,  we 
have  been  able  to  reduce  the 
adverse  economic  impact  of  proce- 
dures cancelled  on  the  day  of 
surgery. 

Our  membership  has  also  been 
active  in  cooperating  with  Dela- 
ware health  care  institutions  to 
reduce  the  cost  of  medications  and 
anesthetic  agents  used  intraopera- 
tively.  This  has  also  resulted  in  a 
substantial  decrease  in  the  cost  of 
pharmaceuticals  without  any  com- 
promise in  the  quality  of  patient 
care. 

Finally,  the  continued  use  of 
epidural  analgesia  postoperatively 
has  resulted  in  decreased  inten- 
sive care  unit  stay,  a decrease  in 
the  number  of  hospital  days,  and 
an  overall  decrease  in  patient 
morbidity. 

Joel  S.  Golden,  M.D. 

President 

The  report  was  filed. 
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Delaware  Radiologic  Society 

The  Delaware  Radiologic  Society 
is  a chapter  of  the  American 
College  of  Radiology.  The  college 
holds  its  council  meeting  at 
various  sites  within  the  United 
States  in  September  of  each  year. 
In  the  late  fall,  a state  meeting  is 
convened  to  hear  the  report  of  the 
Delaware  Counselor  who  attends 
that  meeting.  The  focus  of  this 
organization  is  scientific,  clinical 
and  educational. 

Thomas  W.  Fiss,  Jr.,  M.D.,  F.A.C.R. 
President 

The  report  was  filed. 


Asthma,  Allergy  and  Immunology 
Society  of  Delaware 

During  1996  we  have  provided 
some  educational  opportunities 
concerning  asthma  and  its  treat- 
ment to  the  general  public  in 
conjunction  with  the  Delaware 
Lung  Association. 

We’ve  assisted  our  members  with 
problems  they  have  had  with 
various  insurance  companies  con- 
cerning the  usage  of  CPT  codes.  In 
some  of  these  instances  we  have 
been  successful.  We  have  been 
having  some  problems  with  Blue 
Cross-Blue  Shield  at  the  present 
time,  as  they  are  wanting  to 
inappropriately  bundle  allergy 
injections  with  office  visits  pro- 
vided on  the  same  day. 

We  have  had  one  state-wide 
meeting  during  the  past  year,  at 
which  time  a representative  from 
the  Health  Care  Center  of  Dela- 
ware presented  the  research 
program  in  asthma  that  they  have. 

Over  the  past  year,  Charles  E.  Lee, 
M.D.  from  Milford  has  been  doing 
pollen  counts  to  help  the  other 
allergists  in  the  state  better 
understand  what  is  pollinating  at 
particular  times  of  the  year.  He 
has  been  doing  this  on  a twice 
weekly  basis. 

William  J.  Geimeier,  M.D. 
President 

The  report  was  filed. 


American  Society  of  Internal 
Medicine,  Delaware  Chapter 

The  Delaware  Society  of  Internal 
Medicine  has  met  several  times 
this  year.  Discussion  at  these 
meetings  has  addressed  the  small 
size  of  the  Chapter  and  thoughts 
on  how  to  get  more  internists 
involved.  It  is  also  hoped  to 
encourage  subspecialists  to  join. 
Nationally,  both  specialty  and 
subspecialty  groups  are  active. 
Attention  has  also  been  directed  to 
encourage  the  medical  residents  at 
the  Medical  Center  of  Delaware  to 
join  through  the  Resident  Section. 
Nationally,  the  Resident  Section  is 
very  strong  and  very  vocal. 

The  Chapter  continues  to  meet 
twice  a year  with  members  of  the 
regional  AS1M  chapters  (Pennsyl- 
vania, Washington,  D.C.  and  New 
Jersey).  Their  meetings  are  usu- 
ally held  with  members  from  Xact, 
the  local  Medicare  carrier.  A broad 
range  of  topics  are  discussed.  It  is 
an  opportunity  to  resolve  issues  on 
such  areas  as  E & M codes, 
payments  and  other  services. 

ASIM  continues  to  be  a leader  for 
internal  medicine  on  national 
policy  and  payment  reforms  for 
cognitive  services.  By  having  a 
strong  local  chapter,  opinions  can 
be  voiced  to  our  local  congressional 
members  and  should  be  better 
received. 

William  R.  Nottingham,  Jr.,  M.D. 
President 

The  report  was  filed. 


Delaware  Chapter  of  the 
American  College  of  Physicians 

The  Delaware  Chapter  of  the 
American  College  of  Physicians 
now  has  a membership  of  234 
physicians  representing  general 
internal  medicine  and  its  subspe- 
cialties. During  this  past  year, 
Joseph  A.  Kuhn,  M.D.,  F.A.C.P., 
succeeded  James  Newman,  M.D., 
F.A.C.P.,  as  Governor  of  the 
Delaware  Chapter  of  the  Ameri- 
can College  of  Physicians. 

The  Annual  Scientific  Meeting 
was  held  on  February  26,  1996. 


Honored  during  that  meeting  were 
Charles  Levy,  M.D.,  F.A.C.P.,  as 
the  Chapter  Laureate  and  Roger 
B.  Thomas,  Jr.,  M.D.,  F.A.C.P., 

who  received  the  Leonard  P.  Lang 
award. 

The  Annual  Picnic  was  held  at 
Brandywine  Springs  State  Park 
on  Saturday,  September  7th,  and 
was  a tremendous  success. 

The  American  College  of  Physi- 
cians remains  active  in  the  health 
and  public  policy  arena.  Dr.  Kuhn 
participated  in  the  College’s  Lead- 
ership Day  in  Washington,  D.C., 
meeting  with  our  senators  and 
representative. 

The  Associate's  Program,  specifi- 
cally aimed  at  the  residents  in 
internal  medicine,  is  quite  active 
sponsoring  scholarly  pursuits  in 
the  field  of  internal  medicine.  An 
ACP  Journal  Club  is  held  twice 
yearly  and  a speaker  at  Grand 
Rounds  continues  to  be  sponsored 
on  an  annual  basis.  During  the  up 
and  coming  year  we  expect  to  be 
sponsoring  two  medical  students 
for  a summer  preceptorship  in 
downstate  Delaware  to  foster 
careers  in  internal  medicine. 

The  Delaware  Chapter  of  the 
American  College  of  Physicians 
continues  to  be  concerned  about 
the  problems  brought  about  by  the 
changes  in  health  care  manage- 
ment. A Managed  Care  Center  is 
available  from  the  National  Orga- 
nization. In  all,  the  Delaware 
Chapter  of  the  American  College  of 
Physicians  continues  to  be  quite 
active. 

Joseph  A.  Kuhn,  M.D.,  F.A.C.P. 
Governor 

The  report  was  filed. 


Delaware  Society  of  Orthopaedic 
Surgeons 

The  Delaware  Society  of  Ortho- 
paedic Surgeons  continues  to  be 
concerned  with  managed  care  and 
federal  government  policies  as 
reported  last  year.  Specifically, 
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the  American  Academy  of 
Orthopaedic  Surgeons  has  strongly 
protested  HCFA’s  use  of  the  term 
“Centers  of  Excellence”  for  demon- 
stration projects  regarding  global 
pricing  for  total  joint  replace- 
ments. It  may  very  well  be  that 
AAOS  will  seek  legal  means  to 
effect  this  change. 

We  also  continue  to  notice  that 
specialty  referrals  are  being  de- 
nied or  delayed  to  the  detriment  of 
patients  with  orthopaedic  pathol- 
ogy. 

Our  annual  meeting  is  scheduled 
for  Friday,  November  8,  1996.  This 
will  be  both  a scientific  and 
business  meeting. 

Stephen  L.  Hershey,  M.D. 
President 

The  report  was  filed. 


American  College 
of  Obstetrics  and  Gynecology, 
Delaware  Section 

On  September  21-22,  1995,  the 

Delaware  Section  attended  a 
meeting  in  Philadelphia  of  the 
American  College  of  Obstetricians 
and  Gynecologists  (ACOG)  — 
Maternal  and  Child  Health 
(MCH)  Providers  Partner- 
ship for  Obstetric  and 
Gynecologic  Health  Ser- 
vices. This  partnership  has 
been  in  existence  since 
1991  with  the  goal  of 
working  towards  increased 
obstetrician-gynecologist 
participation  in  public 
health  programs  for 
underserved  women  as  well  as 
improved  coordination  of  medical 
and  social  support  services  through 
public-private  cooperation.  The 
purpose  of  this  meeting  was  to 
identify  issues  related  to  the  care 
of  underserved  women  in  ACOG’s 
District  III,  which  consists  of  the 
states  of  Delaware,  New  Jersey, 
and  Pennsylvania.  Representing 
each  state  were  OB/GYN’s  in 
ACOG  leadership,  state  health 
department  officials  and  state 
Medicaid  officials.  In  addition, 
federal  MCH  and  Medicaid  offi- 


cials from  regional  offices  were 
also  present. 

The  Delaware  Section  identified 
the  coming  move  to  Medicaid 
managed  care  as  of  January  1, 
1996,  as  being  of  concern.  There 
was  concern  related  to  the  ability 
of  the  managed  care  companies 
under  contract  with  Medicaid  to 
meet  the  spectrum  of  needs  within 
the  Medicaid  population  with  such 
a rapid  change  over  a short  period 
of  time.  There  was  specific  concern 
related  to  the  provision  of  Smart 
Start  services  and  possible  loss  of 
wrap  around  services  with  the 
breakdown  of  established  referral 
patterns  for  the  obstetric  popula- 
tion. It  was  well-recognized  that 
there  must  be  a level  of  sensitivity 
to  interact  with  the  Medicaid 
population  in  order  to  change 
behaviors  to  improve  health  out- 
comes. There  was  concern  voiced 
that  the  managed  care  companies 
would  not  recognize  the  need  for 
such  sensitivity.  There  was  con- 
cern that  there  would  be  a delay  in 
getting  pregnant  women  enrolled 
in  their  chosen  or  assigned 
managed  care  company.  Corre- 
sponding with  this  concern  was 
the  issue  of  how  long  a delay  there 
would  be  for  the  pregnant  woman 


with  Medicaid  to  see  her  primary 
care  physician.  It  was  recognized 
that  a delay  in  either  or  both  would 
result  in  a delay  of  entry  into 
prenatal  care  and  in  some  cases, 
no  prenatal  care.  There  was 
concern  that  physicians  in  private 
practice  now  seeing  patients  with 
Medicaid  for  the  first  time  would 
not  know  what  services  are 
available  to  assist  them  in  the  care 
of  this  population. 

To  address  these  issues  and 
concerns  the  Section  set  up 


meetings  with  state  Medicaid  and 
Public  Health  officials.  The  out- 
come of  these  meetings  was  an 
agreement  to  have  meetings 
throughout  the  state  to  identify 
and  address  the  issues  and 
concerns  raised.  All  providers  of 
obstetric  care  and  services  would 
be  invited  to  these  meetings. 

The  first  meetings  were  held  in 
December  in  all  three  counties. 
Present  at  these  meetings  were 
top  officials  from  Medicaid,  the 
Department  of  Public  Health  and 
the  Diamond  State  Health  Plan. 
The  concerns  previously  identified 
were  clearly  stated  and  addressed 
by  Medicaid  and  Diamond  State 

Health  Plan  officials  present.  The 
state  made  it  clear  that  the 
managed  care  companies  under 
contract  would  be  held  to  the 
terms  of  their  contracts  and  will 
provide  all  of  the  services  re- 
quired. The  state  offered  to  attend 
follow-up  meetings  six  months 
into  implementation  to  assess 
progress  made  in  January. 

In  July,  the  follow-up  meetings 
were  held  in  each  county.  There 
was  a consensus  that,  overall,  the 
process  of  Medicaid  managed  care 
for  the  obstetric  population  was 

improving.  However,  three 

areas  were  identified  as 
remaining  of  serious  con- 
cern. The  first  was  that 

enrollment  in  Medicaid 
remained  a significant 

obstacle  for  many  preg- 
nant women.  Delayed  en- 
rollment in  Medicaid  trans- 
lated into  delayed  assign- 
ment or  choice  of  a 

managed  care  company  and  de- 
layed choice  or  assignment  of  a 
primary  care  physician.  To  ad- 
dress this  issue,  the  state  is 
investigating  “presumptive  eligi- 
bility.” This  would  significantly 
decrease  the  delay  in  the  enroll- 
ment process. 

The  second  issue  related  to 
patients  needing  a referral  from 
their  primary  care  physician  to 
begin  prenatal  care.  This  has 
resulted  in  a delay  in  onset  of 
prenatal  care  and  in  some  cases. 
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no  prenatal  care.  The  state  has 
had  discussions  with  the  managed 
care  companies  and  changes  have 
been  made  that  will  allow  women 
to  self-refer  to  initiate  prenatal 
care. 

The  third  issue  was  the  quality  of 
the  laboratories  contracted  by  the 
managed  care  organizations.  There 
were  serious  concerns  about  one 
laboratory,  in  particular.  It  was 
determined  that  the  Division  of 
Public  Health  has  a regulatory  role 
with  regard  to  licensing  of 
laboratories  within  the  state. 
Therefore,  problems  such  as  those 
raised  regarding  laboratories 
should  be  directed  to  the  Division 
of  Public  Health. 

It  was  a pleasure  to  work  with  the 
state  to  address  the  issues 
surrounding  Medicaid  managed 
care  for  the  obstetric  population. 
The  Section  remains  concerned 
about  the  ability  of  the  managed 
care  organizations  to  provide 
Smart  Start  services.  The  Section 
has  offered  to  continue  to  work 
with  the  Department  of  Health 
and  Social  Services  as  they 
continue  to  monitor  both  quality  of 
care  issues  as  well  as  monitoring 
compliance  with  current  con- 
tracts. 

In  May  1996,  the  44th  Annual 
Clinical  Meeting  of  the  American 
College  of  Obstetricians  and 
Gynecologists  was  held  in  Denver, 
Colorado.  Dr.  Fredrick  Frigoletto 
from  Boston,  Massachusetts,  was 
installed  as  the  47th  President  of 
the  College.  Dr.  Frigoletto’s  presi- 
dential initiative  for  the  College 
will  be  the  development  of  a 
standardized  and  computerized 
patient  record.  This  computerized 
patient  record  will  lead  to  a 
paperless  obstetric  chart  and  will 
allow  for  the  uniform  collection 
and  analysis  of  data.  As  evidence- 
based  medicine  becomes  more 
important,  the  ability  to  collect 
and  analyze  data  will  be  critical. 

Fellow  and  Junior  Fellow  mem- 
bers of  the  Delaware  Section 
participated  in  the  education 
program  of  the  Annual  Clinical 
Meeting  of  ACOG.  We  are  proud  of 


their  achievements  and  I would 
like  to  recognize  the  following 
individuals  for  their  participation 
at  the  1996  Annual  Clinical 

meeting: 

Arlene  Smalls,  M.D.  (resi- 

dent) — presented  a case  at 
“Stump  the  Professor.” 

Anthony  Sciscione,  D.O. 

(perinatologist)  and  Elsa 

Benzone,  D.O.  (resident)  — 
Surgery  During  Pregnancy: 
Evaluation  of  38,000  Consecu- 
tive Pregnancies. 

Jeffrey  Russell,  M.D.,  et  al  — 
Immature  Oocyte  Retrieval 
(IOR):  A new  technique  for 
IVF  which  eliminates  the  use 
of  gonadotropins  and  the 
associated  ovarian  hyper- 
stimulation. 

Richard  W.  Henderson,  M.D. 
FA. COG. 

Chair 

The  report  was  filed. 


Delaware  Academy 
of  Family  Physicians 

The  Delaware  Academy  of  Family 
Physicians  provides  support  to  its 
membership  on  a variety  of  issues 
including  credentialing,  privileges, 
insurance  liaison  and  continuing 
medical  education.  For  the  pur- 
pose of  this  report,  I would  like  to 
focus  on  the  latter. 

The  Delaware  Academy  of  Family 
Physicians  for  the  first  time  held 
its  1996  annual  meeting  in  Dewey 
Beach,  Delaware,  in  May.  We  plan 
to  continue  in  our  effort  to  improve 
access  to  meetings  for  those 
members  from  Kent  and  Sussex 
counties  by  rotating  locations  for 
our  meetings.  Our  quarterly 
meeting  for  September  was  held  in 
Dover  and  our  1997  Annual 
Meeting  will  be  in  Dover  as  well. 

We  continue  to  hold  our  fall  and 
winter  CME  courses  at  St.  Francis 
Hospital,  each  consisting  of  ten 
consecutive  Wednesday  afternoon 
sessions,  in  addition  to  our  annual 
Geriatric  Symposium.  These  pro- 
vide a valuable  source  of  continu- 


ing medical  education  for  partici- 
pants. 

Other  educational  opportunities 
which  have  been  approved  for 
AAFP  credit  include  pediatric 
grand  rounds  at  A. I.  duPont 
Institute  on  Wednesday  mornings. 
The  Chairman  of  the  DAFP 
Committee  on  Continuing  Medical 
Education,  William  B.  Funk, 
M.D.,  reviews  all  CME  applica- 
tions for  educational  programs 
wishing  AAFP  accreditation.  For 
those  wishing  to  apply  for  AAFP 
accreditation  for  a program,  it  is 
important  to  have  Family  Practi- 
tioner input  during  the  planning 
and  development  of  the  programs. 

We  were  fortunate  to  have  an 
internationally  known  pioneer  in 
family  medicine  as  well  as  medical 
informatics  speak  at  our  1996 
annual  meeting.  Henry  “Moon” 
Mullins,  M.D.,  of  the  University  of 
South  Alabama  Department  of 
Family  Medicine  spoke  on  “Medi- 
cal Informatics.” 

The  DAFP  committee  on  “Comput- 
ers in  Family  Medicine”  was 
formed  in  response  to  requests 
from  our  membership  to  provide 
further  CME  on  this  topic  as  well 
as  act  as  a resource  for  computer- 
related  questions.  The  committee 

consists  of  myself;  James  M,  Gill, 
M.D.;  “Moon”  Mullins;  Paul  A. 
Kaplan,  M.D.;  and  Lawrence  M. 
Markman,  M.D. 

At  our  September  Quarterly 
Meeting,  John  Zapp,  M.D.,  Crozer- 
Keystone  Family  Medicine  Resi- 
dency Program  Chair  and  a 

pioneer  in  medical  information 
systems,  addressed  our  members 
on  “Shaping  the  Future  of  the 
Ambulatory  Electronic  Medical 
Record.”  We  plan  to  continue  our 
series  with  a computer-related 
workshop  at  our  1997  annual 
meeting.  We  hope  to  assist  DAFP 
members  in  taking  an  active  role 
in  the  “shaping”  of  the  medicine  of 
the  future. 

Patt  Ellen  Panzer,  M.D. 

President 

The  report  was  filed. 
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Psychiatric  Society  of  Delaware 

The  Psychiatric  Society  of  Dela- 
ware continues  to  advocate  for  the 
severely  mentally  ill  and  the 
underprivileged  of  Delaware.  We 
have  close  associations  with  the 
Alliance  for  the  Mentally  111  in 
Delaware  (AMID)  and  the  Mental 
Health  Association.  We  have 
worked  with  the  Medical  Society  of 
Delaware  and  the  Delaware 
Coalition  of  Mental  Health  Provid- 
ers to  advocate  for  needed  mental 
health  legislation.  The  parity  bill, 
which  failed  in  the  last  session  of 
the  legislature  will,  undoubtedly, 
be  reintroduced.  The  legislative 
agenda  will  continue  into  the 
future. 

We  worked  closely  this  year  with 
the  Medical  Society  of  Delaware 
on  an  issue  with  Blue  Cross  Blue 
Shield.  Approximately  30  psychia- 
trists in  solo  practice  were 
removed  from  the  BCBS  managed 
care  panels  with  minimal  notice. 
Cooperation  with  the  Medical 
Society  has  proven  more  effective 
than  individual  or  single  specialty 
society  action.  The  issue  has  not 
been  resolved,  but  work  continues. 

The  issue  of  Advanced  Practice 
Nurse  prescriptive  authority  has 
been  discussed  at  several  council 
meetings.  Recommendations  were 
made  to  the  Joint  Practice 
Committee  of  the  Board  of  Medical 
Practice.  We  will  continue  to 
monitor  this  issue  and  will  keep 
our  membership  informed. 

The  Council  of  the  Psychiatric 
Society  of  Delaware  and  commit- 
tee chairs  continue  to  give  their 
time  and  talent  to  the  Society.  This 
year  there  has  been  increased 
member  attendance  at  council 
meetings,  which  we  hope  will 
continue  in  the  future.  Communi- 
cation with  the  general  member- 
ship is  a priority.  The  membership 
is  the  Society  and  we  can  advocate 
for  our  members  only  if  we  have 
open  dialogue.  Our  Education 
Committee  continues  to  offer 
quality  programs  for  our  mem- 
bers. This  allows  everyone  to 
receive  CME  credits. 


On  October  7,  1996,  at  the  AMID 
Annual  Dinner,  the  Psychiatric 
Society  of  Delaware  presented  an 
award  to  Representative  Michael 
N.  Castle  in  recognition  of  his 
pioneering  role  in  the  reform  of  the 
mental  health  code  and  his  efforts 
to  listen  and  sponsor  initiatives 
that  improve  the  mental  health  of 
the  citizens  of  Delaware. 

Several  prominent  and  long  serv- 
ing psychiatrists  retired  during 
the  past  year,  including  Dr.  Kurt 
Anstreicher  and  Dr.  Richard 
Winkelmayer.  Our  thanks  to  these 
men  for  their  years  of  service  to 
their  patients,  to  other  profession- 
als, to  the  Psychiatric  Society  of 
Delaware  and  the  American 
Psychiatric  Association. 

Mary  Lou  Hale,  M.D. 

President 

The  report  was  filed. 


Delaware  Chapter  of  the 
American  College  of  Surgeons 

This  is  a report  on  the  activities  of 
the  Delaware  Chapter,  American 
College  of  Surgeons  to  the  Medical 
Society  of  Delaware. 

The  Delaware  Chapter,  American 
College  of  Surgeons,  held  its 
annual  business  meeting  on  Janu- 
ary 18,  1996,  at  the  University  and 
Whist  Club.  The  activities  of  the 
Chapter  for  the  past  year  were 
summarized  by  the  President, 
Rafael  A.  Zaragoza,  M.D.  One  of 
the  issues  that  was  brought  out 
was  the  ACS  opposition  to  the 
immediate  reduction  of  the  Medi- 
care Conversion  Factor.  A resolu- 
tion, sponsored  by  Michael  J. 
Bradley,  D.O.,  Past  President  of 
the  Medical  Society  of  Delaware 
and  Dr.  Zaragoza,  was  submitted 
to  the  Medical  Society  House  of 
Delegates  Meeting  in  November 
1995,  that  the  Medical  Society  of 
Delaware  oppose  the  immediate 
reduction  of  the  Medicare  conver- 
sion factor  in  favor  of  gradual 
change  and  that  the  Society  lobby 
the  Delaware  Congressional  Del- 
egation in  Washington  and  urge 
the  AMA  to  continue  to  negotiate 


with  Congress  toward  the  gradual 
change.  Another  important  issue 
that  was  discussed  was  a proposal 
by  nurse  practitioners  to  do  minor 
surgery.  Dr.  Zaragoza  wrote  to  Dr. 
Paul  Ebert,  Director  of  the 
American  College  of  Surgeons  in 
Chicago,  requesting  his  opinion 
and  advice  on  the  issue  of  nurse 
practitioners  doing  surgery.  Dr. 
Ebert  suggested  that  we  support 
the  position  of  the  Medical 
Society’s  legislative  proposal  to 
include  the  definition  of  surgery  in 
the  Medical  Practice  Act.  He  also 
stated  that  “the  experience  has 
been  that  as  nurses  have  asked  for 
more  responsibility,  and  if  the 
state  allows  them  to  obtain  it,  it  is 
rarely  utilized.  The  threat  of 
malpractice  is  so  great,  and  the 
cost  of  nurses  or  others  obtaining 
malpractice  coverage  for  limited 
amounts  of  surgery  is  extreme 
enough  that  they  are  usually  not 
covered.”  He  emphasized,  how- 
ever, that  “the  danger  lies  more  in 
surgeons  deciding  to  employ  these 
individuals  to  perform  surgery 
under  the  umbrella  of  their  own 
malpractice  coverage  rather  than 
having  them  obtain  individual 
policies.” 

At  the  March  1996  Council 
Meeting  a progress  report  on  this 
issue  was  presented  by  Diana 
Dickson-Witmer,  M.D.,  President 
of  the  Board  of  Medical  Practice  of 
Delaware.  It  was  recommended 
that  the  Council  should  support 
and  endorse  the  proposed  bill  in 
the  General  Assembly  for  the 
definition  of  surgery  in  the 
Medical  Practice  Act  and  that 
members  be  encouraged  to  write 
Representative  Ulbrich  in  the 
General  Assembly  regarding  this 
bill. 

Shahrokh  S.  Morovati,  M.D., 
Governor  of  the  Delaware  Chapter 
of  ACS,  gave  highlights  of  the 
committee  reports  given  at  the 
Board  of  Governors  Meeting  in 
New  Orleans  in  October  1995.  He 
reported  that  the  Committee  on 
Emerging  Surgical  Technology 
and  Education  is  conducting  an 
outcome  assessment  of  laparo- 
scopic hernia  repairs. 
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On  Graduate  Medical  Education, 
the  committee  is  examining  the 
interface  between  medical  schools 
and  residency  programs  to  deter- 
mine if  the  fourth  year  of  medical 
school  can  be  used  more  produc- 
tively. 

The  Committee  on  Blood  Borne 
Pathogens  focused  on  three  major 
issues:  HIV,  Hepatitis  B and 

Hepatitis  C.  As  of  June  1995,  the 
CDC  directory  of  health  care 
workers  with  occupationally  ac- 
quired HIV  reports  no  documenta- 
tion of  HIV  transmission  from 
patient  to  surgeon.  Regarding 
Hepatitis  B,  the  committee  fo- 
cused on  various  methods  of 
providing  support  to  surgeons  who 
might  force  practice  restrictions  as 
a result  of  actual  or 
potential  transmission 
of  Hepatitis  B to  pa- 
tients. There  is  a concern 
about  the  increasing 
prevalence  of  Hepatitis 
C in  the  health  care 
environment  and  the 
apparent  high  incidence 
of  chronic  hepatitis  and 
hepatoma  among  those 
infected. 

The  Committee  on  Professional 
Liability  believes  that  serious  tort 
reform  will  not  be  enacted  until 
there  is  grassroots  support  across 
the  country. 

On  Socioeconomic  Issues,  the 
Chairman  reported  the  Commit- 
tee’s concern  as  managed  care 
programs  continue  to  penetrate 
the  market.  There  is  an  increasing 
demand  for  accountability  for  the 
quality  and  value  of  products.  The 
response  has  been  to  economically 
credential  physicians  and  assess 
performance.  In  this  regard,  the 
Committee  believes: 

1.  A surgeon’s  self-assess- 
ment report  card  is  to  be 
established.  This  can  be 
shared  with  the  managed 
care  vendor  and  used  for 
the  purpose  of  self-assess- 
ment and  correction  if 
necessary. 

2.  The  ACS  should  continue 
to  conduct  seminars  on 


how  “surgeons  can  cope” 
with  the  increasing  prob- 
lems of  managed  care. 

3.  The  College  should  ex- 
plore ways  to  assist  dis- 
placed or  deselected  sur- 
geons with  assessment, 
education,  or  relocation. 

The  Cancer  Liaison  Committee 
chaired  by  Dennis  R.  Witmer, 
M.D.,  also  gave  its  report.  The 
Annual  Educational  Symposium 
and  Dinner  Dance  was  held  on 
September  21,  1996,  at  the  Wild 
Quail  Golf  and  Country  Club.  The 
chairman  of  the  symposium,  Glen 
H.  Tinkoff,  M.D.,  did  a superb  job 
in  assembling  excellent  speakers 
and  topics  which  were  mainly 
geared  for  trauma.  The  educa- 


..  there  is  a concern  about  the  increasing 
prevalence  of  Hepatitis  C in  the  health 
care  environment  and  the. . . high 
incidence  of  chronic  hepatitis  and 
hepatoma  among  those  infected. " 


tion  to  pursue  legislative  action  again 
to  attempt  to  define  the  term  “surgery" 
to  be  included  in  the  Medical  Practices 
Act. 

As  part  of  its  recommendations 
regarding  Reports  of  the  Specialty 
Societies,  the  Reference  Committee 
recommended  that  the  Board  of 
Trustees  investigate  specialty  repre- 
sentation within  the  Medical  Society  of 
Delaware  patterned  after  the  AMA’s 
study  of  the  Federation  of  Medicine. 

The  Speaker  of  the  House  ruled, 
because  this  item  was  not  on  the 
agenda  circulated  for  the  meeting,  that 
it  would  be  necessary  to  introduce  it  as 
an  emergency  resolution.  The  House 
voted  to  accept  this  as  an  item  of 
business.  It  was  noted  that  favorable 
action  on  late  resolutions 
requires  the  affirmative  vote 
of  three  quarters  of  all  del- 
egates present  and  voting. 


tional  symposium  was  followed  in 
the  evening  by  a dinner  dance  at 
the  Wild  Quail  Golf  and  Country 
Club. 

Three  initiates  for  fellowship  for 
the  American  College  of  Surgeons 
were  introduced  to  the  Chapter. 

Also  an  update  on  the  Volunteer 
Ambulatory  Surgical  Access  Pro- 
gram in  Kent  County  was  pre- 
sented by  the  President.  The 
program  is  a coalition  of  volunteer 
physicians  (surgeons,  anesthesi- 
ologists, pathologists,  radiologists, 
internists),  nurses,  technicians, 
and  hospitals  to  provide  uncom- 
pensated, low  risk  ambulatory 
surgery  for  unspon-sored,  unin- 
sured patients  who  would  other- 
wise be  unable  to  afford  surgery. 

Rafael  A.  Zaragoza,  M.D. 
President 

The  report  was  filed  with  adoption  of 
the  specialty  society’s  recommenda- 


The  House  then  adopted  a 
motion  amending  the  Resolu- 
tion to  include  mode  of 
practice  as  well  as  specialty 
representation. 


Resolved,  that  the  Board  of 
Trustees  investigate,  patterned  after 
the  American  Medical  Association’s 
study  of  the  Federation  of  Medicine, 
representation  by  specialty  and  by 
mode  of  practice  within  the  Medical 
Society  of  Medicine. 

The  emergency  resolution,  Resolution 
96-5,  was  adopted  by  the  House  of 
Delegates. 


REPORTS  OF  LIAISONS  AND 
REPRESENTATIVES 


Delaware  Foundation 
for  Medical  Services,  Ltd. 

With  the  advent  of  Medicaid 
Managed  Care  in  Delaware,  the 
role  of  the  Delaware  Foundation 
for  Medical  Services,  Ltd.  has  been 
altered.  As  you  are  aware,  the 
activities  of  the  foundation  known 
as  “The  Voluntary  Initiative  Pro- 
gram of  the  Medical  Society  of 
Delaware”  were  directed  towards 
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matching  Medicaid  beneficiaries 
with  physicians.  The  program  was 
extremely  successful,  but  it  has 
now  been  obviated  by  the  creation 
of  the  Medicaid  Managed  Care 
Program,  which  assigns  patients 
to  participating  physicians.  How- 
ever since  its  inception,  the  VIP 
program  has  also  had  an  interest 
in  providing  access  to  health  care 
services  not  only  for  Medicaid 
patients  but  also  for  the  medically 
indigent.  Several  initiatives  have 
been  undertaken  by  the  VIP 
program  to  move  this  process 
forward.  However  one  of  the 
original  caveats  was  the  profes- 
sional legislative  protection  from 
negligence  suits  for  physicians 
who  would  willingly  participate  in 
this  program.  The  notion  was  that 
physicians  who  voluntarily  com- 
mit their  time,  effort,  energy  and 
resources  to  provide  pro  bono 
services  for  indigent  patients 
should  be  protected  from  the 
threat  of  malpractice  actions 
which  might  arise  from  the 
provisions  of  such  services.  In  the 
most  recent  Delaware  legislative 
session  a bill  to  accomplish  this 
passed  in  the  House  but  was  never 
addressed  by  the  Senate.  There- 
fore the  VIP  program  has  under- 
taken a polling  of  the  VIP 
physicians  to  determine  if  they 
would  be  willing  to  proceed 
without  such  malpractice  protec- 
tion and  relief  from  medical 
negligence  claims.  If  the  member- 
ship is  willing,  the  VIP  program 
will  proceed  to  develop  a methodol- 
ogy whereby  indigent  patients  can 
procure  a medical  home  and  have 
access  to  the  health  care  delivery 
system  in  much  the  same  way 
Medicaid  patients  have  been  cared 
for  in  the  VIP  program.  If 
undertaken  this  would  be  a totally 
unselfish,  humanitarian  and  gra- 
cious action  on  the  part  of  the 
physicians  in  the  State  of  Dela- 
ware. Their  enduring  commitment 
to  public  service  would  be  demon- 
strated by  yet  another  action 
worthy  of  the  profession. 

Joseph  A.  Lieberman  III,  M.D,  M.P.H 
Chair 

The  report  was  filed.  The  Reference 
Committee  felt  that  alternative  ways  of 
funding  liability  insurance  and  pursuit 
of  House  Bill  124  should  continue. 


Delaware  Health 
Care  Commission 

Since  my  appointment  to  the 
Delaware  Health  Care  Commis- 
sion on  January  12,  1995,  a 

number  of  programs  have  been 
introduced  or  concluded  which 
may  be  of  interest  to  the  Medical 
Society  membership  (although  I 
will  refrain  from  reporting  on 
programs  that  were  concluded 
prior  to  my  date  of  appointment  as 
I feel  those  entities  were  ad- 
equately presented  by  Robert  G. 
Kettrick,  M.D.,  on  the  occasion  of 
the  last  meeting  of  the  House  of 
Delegates). 

The  most  significant  accomplish- 
ment which  I feel  would  be  of 
interest  to  the  membership  of  the 
Medical  Society  has  been  the 
recommendation  to,  and  subse- 
quent reauthorization  of,  the 
Delaware  Institute  for  Medical 
Education  and  Research  (DIMER) 
Program.  This  program  was  started 
25  years  ago  as  an  alternative  to  a 
Delaware  Medical  School  and  has 
proven  to  be  a cost  efficient  and 
effective  way  to  provide  medical 
education  for  Delawareans.  In  this 
program,  Jefferson  Medical  Col- 
lege of  Thomas  Jefferson  Univer- 
sity of  Philadelphia,  Pennsylva- 
nia, is  recognized  as  Delaware’s 
medical  school.  Jefferson  main- 
tains a separate  and  distinct 
admission  program  for  Delawar- 
eans who  then  receive  the  bulk  of 
their  clinical  training  in  the  state. 
All  of  this  activity  is  ultimately 
under  the  auspices  of  DIMER.  In 
compliance  with  the  “Sunset 
Provision”  of  the  Delaware  Legis- 
lature, the  Primary  Care  Commit- 
tee of  the  Delaware  Health  Care 
Commission  was  charged  with 
reviewing  the  DIMER  program. 
After  eight  months  of  testimony 
and  deliberation  the  Primary  Care 
Committee  recommended,  and  the 
Health  Care  Commission  en- 
dorsed, the  notion  that  DIMER 
should  be  continued  but  now 
formally  under  the  supervision  of 
the  Delaware  Health  Care  Com- 
mission. This  will  allow  for  the 
necessary  administrative  over- 
sight of  what  is  essentially  a state 
agency.  These  recommendations 


were  acted  upon  favorably  by  the 
legislature  and  signed  into  law  by 
Governor  Carper.  In  the  process, 
the  DIMER  board  was  expanded 
in  an  attempt  to  gain  more 
representation  for  other  inter- 
ested parties. 

In  conjunction  with  DIMER,  the 
Delaware  Health  Care  Commis- 
sion (and  its  Primary  Care 
Committee)  will  be  involved  in  two 
projects  which  also  arose  from  the 
DIMER  hearings.  These  are: 

1 . Develop  elective  "down- 
state”  residency  rota- 
tions for  primary  care 
residents  currently  be- 
ing trained  at  the 
Medical  Center  of  Dela- 
ware, A. I.  duPont  Insti- 
tute and  St.  Francis 
Hospital. 

2.  Explore  the  feasibility 
and  practicality  of  de- 
veloping a state-wide 
tele-  medicine  network. 
(The  major  intention  of 
such  a network  is  to 
remove  some  of  the 
perception  of  profes- 
sional isolation  that 
accompanies  practice 
in  “downstate”  Dela- 
ware.) 

The  Delaware  Health  Care  Com- 
mission is  currently  involved  in  a 
number  of  other  projects  which 
may  be  of  interest  to  the 
membership  including  an  evalua- 
tion of  the  impact  of  managed  care, 
several  programs  dealing  with 
cancer  in  Delaware,  insurance 
reform,  and  a number  of  issues 
which  I would  hope  to  report  on  in 
more  detail  in  subsequent  corre- 
spondence. 

Joseph  A.  Lieberman  III,  M.D.,  M.P.H. 
Member 

The  report  was  filed  with  note  of  the 
fact  that  the  TELMED  Network  would 
benefit  the  entire  state. 
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Delaware  Health  Information 
Network 

In  his  report  to  the  1995  House  of 
Delegates,  Long  Range  Planning 
Committee  Chairman,  Anthony  L. 
Cucuzzella,  M.D.,  reported  on 
Society  efforts  to  promote  the 
creation  of  a Community  Health 
Information  Network  (CHIN)  for 
the  standardized  application  of 
computer  technology  for  electronic 
data  interchange  (EDI)  through- 
out Dela-ware’s  health  care  indus- 
try. The  underlying  principles 
which  have  guided  the  Society’s 
involvement  in  this  initiative 
include:  (1)  EDI  technology, 

through  a shared  data  environ- 
ment, has  the  potential  of  contain- 
ing health  care  costs  by  lowering 
excessive  paperwork  requirements; 
(2)  the  application  of  electronic 
technology  in  the  health  care 
industry  should  be  influenced  by 
policies  developed  by  a community 
sponsored  and  governed  nonprofit 
organization;  and  (3)  EDI  technol- 
ogy should  not  be  used 
for  proprietary  or  com- 
petitive purposes.  Ac- 
cordingly, the  Society 
recognized  the  need  to 
establish  a vehicle 
through  which  physi- 
cians and  other  industry 
stakeholders  could  col- 
laborate in  shaping  the 
future  direction  of  this  technology. 

To  further  this  goal,  the  Society 
convened  a meeting  of  individuals 
representing  hospitals,  insurers, 
employers  and  the  state  earlier 
this  year  to  begin  organizational 
efforts.  Society  legal  counsel 
drafted  a corporate  charter  and 
bylaws  and  the  name,  Delaware 
Health  Information  Network 
(DHIN),  was  given  to  this  impor- 
tant new  initiative.  Representa- 
tion on  the  DHIN  Board  of 
Directors  was  initially  structured 
so  that  physicians  and  hospitals 
would  represent  the  largest  con- 
stituency groups.  As  discussions 
ensued  within  the  DHIN  organiz- 
ing committee,  a consensus  of 
support  for  forming  a “true  public/ 
private  partnership”  emerged. 
Accordingly,  the  Secretary  of 
Health  and  Social  Services,  the 


Insurance  Commissioner  and  the 
State  Budget  Director  were  in- 
vited to  join  the  organizing 
committee.  To  accomplish  this, 
however,  the  DHIN  organizers 
were  informed  of  the  necessity  to 
totally  restructure  the  bylaws  and 
seek  legislative  authority  to  for- 
mally establish  the  public/  private 
partnership.  Although  the  Society 
expressed  concern  regarding  the 
potential  for  delays  and  bureau- 
cratic obstacles  associated  with 
approach,  the  majority  opinion  of 
the  organizers  was  to  proceed. 
Currently,  efforts  are  underway  to 
identify  the  appropriate  organiza- 
tional structure  in  order  to 
formalize  the  public/private  part- 
nership. The  Society  remains 
vitally  interested  in  representing 
the  EDI  needs  of  Delaware 
physicians.  It  remains  to  be  seen 
as  to  whether  the  public/private 
partnership  is  the  most  effective 
means  to  achieve  this  important 
end.  Joining  me  in  representing 


the  Medical  Society  on  this  project 
are  Henry  Weiner,  M.D.,  and 
Mark  A.  Meister. 

Charles  L.  Reese  IV,  M.D. 

Liaison 

The  report  was  filed.  The  Reference 
Committee  encouraged  the  Society  to 
persist  in  its  attempts  to  go  ahead  with 
a joint  public  and  private  venture  forthe 
Health  Information  Network. 


Delaware  Institute  of  Medical 
Education  and  Research  (DIMER) 

In  July  1996,  Governor  Tom 
Carper  signed  Senate  Bill  418, 
which  changed  the  Delaware 
Institute  of  Medical  Education  and 
Research  from  a relatively  inde- 
pendent Institute  to  an  Advisory 
Board  to  the  Delaware  Health 
Care  Commission. 


The  composition  of  the  DIMER 
Board  has  been  changed  and  the 
Chairperson  will  be  appointed  by 
the  Chairman  of  the  Delaware 
Health  Care  Commission. 

After  extensive  review  by  the 
Delaware  General  Assembly’s  Joint 
Sunset  Committee,  and  the  Pri- 
mary Care  Committee  of  the 
Delaware  Health  Care  Commis- 
sion, the  following  recommenda- 
tions were  made  and  enacted  into 
law. 

• Provisions  should  be 
made  to  enable 
Jefferson  Medical 
College  to  remain 
Delaware’s  Medical 
School  and  for  DIMER 
to  be  continued  and 
strengthened, 

• The  DIMER  Board 
should  be  expanded 
to  give  it  a state-wide 
presence  and  repre- 
sentation, 

• DIMER  should  es- 
tablish a standing 
Committee  on  Rural 
Health  to  ensure  that 
the  health  needs  of 
rural  Delaware  are 
addressed, 

• DIMER  should  de- 
velop a system  for 
state-wide  commu- 
nication, publicity, 
and  marketing, 

• DIMER  is  called 
upon  to  estab- 
lish programs  to  en- 
courage minorities  of 
rural  and  under 
served  areas  to  apply 
to  Jeffer-son  Medical 
College, 

• A program  should  be 
established  to  at- 
tract DIMER  pre- 
medical students  who 
are  interested  in  ru- 
ral and  community 
medicine. 

The  statutory  purpose  as  de- 
scribed in  the  law  is:  “The  original 
purpose  of  DIMER  as  an  alterna- 
tive to  a State  sponsored  medical 
school  is  sound  and  should  be 
reaffirmed.” 


"The  Medical  Society  of  Delaware 
remains  vitally  interested  in  representing 
the  EDI  needs  of  Delaware  physicians. " 
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Other  projects  expected  to  flow 
from  the  Committee’s  recommen- 
dations but  not  provided  for 
expressly  by  Senate  Bill  418  are: 

• A downstate  residency 
rotation  program, 

• Telemedicine  in  Dela- 
ware, 

• A loan  repayment  pro- 
gram targeted  to  recent 
graduates  interested  in 
practicing  primary  care 
in  underserved  areas  in 
Delaware. 

Leslie  W.  Whitney,  M.D. 

Executive  Director 

The  report  was  filed.  The  Reference 
Committee  encouraged  everyone  to 
read  carefully  Dr.  Whitney’s  report  and 
be  aware  of  the  changes  in  DIMER  that 
have  gone  into  effect. 


Delaware  Medical  Education 
Foundation,  Ltd. 

The  DMEF  held  two  meetings  this 
year.  At  the  Annual  Meeting  on 
March  6,  1996,  the  following  were 
elected  for  the  year:  Michael  J. 
Bradley,  D.O.,  Chairman,  and 
Janice  E.  Tildon-Burton,  M.D., 
Vice  Chairman.  The  other  mem- 
bers of  the  DMEF  are  Raafat 
Abdel-Misih,  M.D.;  Alfonso  P. 
Ciarlo,  M.D.;  Christopher  R. 
Donoho,  M.D.;  Ross  E.  Megargel, 
D.O.;  Richard  H.  Sherman,  M.D.; 
and  the  late  Norman  Taub,  M.D. 

The  DMEF  produced  a brochure 
which  was  sent  to  all  MSD 
members.  To  date  this  year  we 
have  174  dues  paying  members. 
The  endowment  fund  grew  from 
$4,690  to  $7,498  this  year. 
Programs  supported  by  the  DMEF 
include  CME  for  physicians, 
ongoing  support  of  the  Physicians’ 
Health  Committee  and  new  ven- 
tures for  an  ever-increasing  range 
of  educational  purposes  for  physi- 
cians and  laypersons  alike. 

The  DMEF  transferred  $20,000  to 
the  MSD  to  support  the  Physi- 
cians’ Health  Committee.  A fund- 
raiser sponsored  by  the  Alliance,  A 
Night  at  the  Blue  Rocks,  raised 
over  $300  for  the  DMEF.  For  the 
upcoming  year,  we  will  be  working 


closely  with  the  Alliance  on  other 
projects.  Robby  Chabalko  has 
accepted  a seat  on  the  DMEF 
representing  the  Alliance.  Several 
other  fundraisers  are  planned  for 
the  next  year,  including  selling 
MSD  ties  and  scarves. 


There  is  some  consolation  in 
knowing  that  ten  states  were  even 
lower  than  ours. 

The  Board  of  Directors  of  DELPAC 
met  on  June  13  and  September  12, 
1996. 


DMEF  hopes  to  co-sponsor  a 
forum  on  applying  telecommuni- 
cations in  medicine,  along  with  the 
University  of  Delaware  and  the 
Academy  of  Medicine. 

The  Medical  Society  of  Delaware  is 
in  the  process  of  studying  its 
organization  and  the  relationship 
of  the  various  subsidiaries  such  as 
the  DMEF.  We  will  be  studying 
the  possibility  of  supporting  more 
of  the  CME  function  of  MSD 
within  the  DMEF. 

Michael  J.  Bradley,  D.O. 

Chair 

The  report  was  filed. 


Delaware  Medical  Political 
Action  Committee  (DELPAC) 

As  of  September  30,  1996,  AMPAC 
membership  stood  at  51,706, 
about  one  thousand  above  year  to 
date  membership  in  1995  and  five 
thousand  more  than  in  1994. 

Eleven  states  were  at  or  above  100 
percent  of  their  1996  membership 
goals:  New  York,  North  Carolina, 
Mississippi,  Oregon,  Kentucky, 
South  Carolina,  Wyoming,  Ne- 
braska, Colorado,  Arkansas,  and 
Utah.  Seven  states  were  at  the  90 
to  95  percent  year  to  date 
membership,  and  they  are:  Con- 

necticut, North  Dakota,  Florida, 
Idaho,  Louisiana,  Maryland  and 
Alabama.  Eighteen  other  states 
and  the  District  of  Columbia  were 
between  72  and  88  percent  year  to 
date  membership.  Hawaii,  Penn- 
sylvania and  Delaware  are  tied 
with  69  percent. 

In  spite  of  the  enthusiasm  of  my 
Vice-Chair,  Martin  G.  Begley, 
M.D.,  and  the  collaborative  efforts 
of  the  Board  of  Directors  of 
DELPAC,  we  only  reached  in 
Delaware  about  70  percent  of  our 
1996  goals. 


Our  legislative  specialist,  Mr. 
Philip  Corrozi,  and  Mrs.  Donald 
Cameron,  representing  the  Medi- 
cal Society  of  Delaware  Alliance, 
were  present  at  both  meetings  and 
their  input  is  greatly  appreciated. 
Joseph  Luppino,  Regional  Political 
Director  at  the  American  Medical 
Association,  attended  the  Septem- 
ber meeting  and  addressed  our 
group  with  a very  enlightening 
speech.  The  Board  of  Directors  of 
DELPAC  after  extensive  delibera- 
tions, suggestions,  and  consulta- 
tions with  Mr.  Corrozi  decided  to 
support  the  following  Senators  in 
1996: 


Thurman  Adams(D)  19th  Sen  District 
Myma  Bair  (R)  5th  Sen  District 
Patricia  Blevins  (D)  7th  Sen.  District 
Robert  Connor  (R)  12th  Sen.  District 
David  Sokola  (D)  8th  Sen  District 
John  Still  III  (R)  17th  Sen  District 
James  Vaughn  (D)  14th  Sen  District 
and  candidates: 

Cynthia  Funk  (R)  7th  Sen  District 
Gary  Linarducci  (R)  1st  Sen  District 


DELPAC  also  decided  to  support 
the  following  Representatives: 


George  Bunting  (R) 
Deborah  Capano(R) 
George  Carey  (R) 
Philip  Cloutier  (R) 
Richard  Davis  (R) 
Joseph  DiPinto  (R) 
David  Ennis  (R) 
Benjamin  Ewing(R) 
Tina  Fallon  (R) 
Robert  Gilligan  (D) 
Clifford  “Biff”  Lee(R) 
Pamela  Maier  (R) 
Jane  Maroney  (R) 
Joe  Petrilli  (R) 
Robert  Quillen  (R) 
Bruce  Reynolds  (R) 
Roger  Roy  (R) 

John  Schroeder  (R) 
Wayne  Smith  (R) 
Terry  Spence  (R) 
Stephanie  Ulbrich  (R) 
John  Van  Sant  (D) 
Nancy  Wagner  (R) 
Dennis  Williams(D) 


38th  Rep.  District 
12th  Rep.  District 
36th  Rep.  District 
11th  Rep  District 
26th  Rep.  District 
4th  Rep.  District 
6th  Rep.  District 
35th  Rep  District 
39th  Rep  District 
19th  Rep  District 
40th  Rep.  District 
21st  Rep  District 
10th  Rep  District 
22nd  Rep  District 
30th  Rep.  District 
15th  Rep  District 
20th  Rep  District 
37th  Rep  District 
7th  Rep  District 
18th  Rep  District 
25th  Rep  District 
13th  Rep  District 
31st  Rep.  District 
1st  Rep.  District 


Just  for  information,  I’d  like  to 
remind  the  Delegates  that  the 
Delaware  State  Senate  is  com- 
posed of  12  Democrats  and  9 
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Republicans.  The  distribution  is  7 
Democrats  and  7 Republicans  for 
New  Castle  County,  1 Democrat 
and  2 Republicans  for  Kent 
County,  4 Democrats  and  0 
Republicans  for  Sussex  County. 
The  Delaware  House  is  composed 
of  41  members,  27  Republicans 
and  14  Democrats.  There  are  17 
Republicans  and  10  Democrats  in 
New  Castle  County,  6 Republicans 
and  1 Democrat  in  Kent  County,  4 
Republicans  and  3 Democrats  in 
Sussex  County. 

We  also  supported  Governor  Tom 
Carper,  Insurance  Commissioner 
Donna  Lee  Williams,  the  Dela- 
ware Democratic  State  Commit- 
tee, the  New  Castle  County 
Republican  Committee,  the  Re- 
publican State  Committee,  the 
Democratic  Legislative  Campaign 
Committee,  and  the  Republican 
House  PAC. 

A reception  hosted  by  several 
physicians  and  their  spouses  for 
Donna  Lee  Williams  on  September 
17,  1996,  was  well  attended  and 
enjoyable.  Candidates’  Night  was 
held  on  October  7,  1996.  AMP  AC 
Campaign  School  will  be  held  in 
February  1997  from  the  19th  to  the 
23rd,  and  two  members  will 
attend. 

I am  sure  that  in  reading  the  lists 
of  candidates  that  we  supported, 
some  of  the  members  of  the 
Medical  Society  may  have  objec- 
tions. We  challenge  those  who  do 
to  become  members  of  DELPAC 
and  voice  their  interests  because 
we  have  supported  the  candidates 
who  have  been  friends  of  medicine 
and  other  health  issues,  as  those  of 
us  who  are  active  members  of  the 
Society  and  members  of  DELPAC 
know  them. 

At  the  October  10th  meeting  of  the 
Board  of  Trustees,  the  Board 
agreed  to  recommend  that  AMPAC 
support  candidate  Ray  Clatworthy 
for  the  U.S.  Senate  and  offer  full 
support  to  Congressman  Mike 
Castle. 

1996  was  a very  exciting  year,  and 
as  always  I enjoyed  chairing  the 


meetings  and  representing 
DELPAC  at  all  meetings  of  the 
Board  of  Trustees  of  the  Medical 
Society  of  Delaware. 

Jorge  A.  Pereira-Ogan,  M.D. 
Chair 

The  report  was  filed.  The  Reference 
Committee  recommended  that  the 
percentage  of  successful  candidates 
that  were  financially  supported  by 
DELPAC  be  reported  to  the  Medical 
Society.  It  was  determined  that  almost 
100  percent  of  the  candidates  sup- 
ported in  1996  won  their  elections. 


Legislative  Specialist 

Despite  heated  debates  about 
development  and  traffic  conges- 
tion, the  second  session  of  the 
138th  General  Assembly  was  a 
picture  of  cooperation  and  biparti- 
sanship especially  in  the  area  of 
spending  and  tax  cuts.  After 
receiving  good  news  in  the  final 
report  from  the  Delaware  Eco- 
nomic and  Financial  Advisory 
Council  (DEFAC)  in  June,  the  top 
personal  income  tax  rate  was 
lowered  to  6.9  percent  from  7.1 
percent,  and  there  was  a reduction 
in  business  and  occupational  gross 
receipts  tax  rates  by  an  average  of 
4 percent  across  the  board. 

The  operating  budget  came  in  at  a 
5.67  percent  increase  over  the 
fiscal  year  1996  budget,  with 
spending  on  education,  corrections 
and  a wage  increase  for  state 
employees  accounting  for  most  of 
the  growth. 

Insurance  Commissioner’s 
Health  Bills 

Two  bills  were  introduced  to  give 
the  Insurance  Commissioner’s 
Office  control  over  physician 
accreditation  (HB  610)  and  Health 
Quality  Control  (HB  611).  Senate 
Bill  386  was  also  introduced  which 
would  allow  the  Insurance  Com- 
missioner to  regulate  utilization 
organizations  (which  monitor  the 
process  used  by  health  care 
insurers  to  handle  payment  of 
claims).  All  three  bills  would  have 
' increased  the  powers  of  the  office. 


but  none  were  brought  up  for  a 
vote  because  of  jurisdictional 
problems  between  the  Depart- 
ment of  Health  and  Social  Services 
and  the  Insurance  Commissioner’s 
Office. 

HB  321  — Fairness  and 
Choice  Under  Health  Benefits 
Plans 

The  Society’s  year-long  effort  to 
pass  HB  321  was  not  successful. 
The  Legislation  yielded  to  opposi- 
tion by  the  Delaware  Health  Care 
Commission,  the  Delaware  State 
Chamber  of  Commerce,  the  Carper 
Administration  and  insurance 
companies.  None  of  the  numerous 
proposals  introduced  to  regulate 
managed  care  gained  passage. 
Although  the  Society  was  unsuc- 
cessful in  passing  HB  321,  we  did 
raise  the  level  of  discussion  and 
awareness  in  dealing  with  this 
issue  and  put  them  on  notice  that 
the  Society  is  a major  player.  The 
Society  has  been  working  over  the 
summer  and  will  continue  through- 
out the  fall  to  prepare  our 
legislative  agenda  for  the  1997 
General  Assembly  session. 

HB  124—  To  Provide 
Immunity  for  Physicians  and 
Nurses  Who  Volunteer 
Services  for  Persons  without 
Insurance 

HB  124  passed  the  House  in 
January,  much  to  the  surprise  of 
the  trial  lawyers  who  had  voiced 
strong  opposition.  They  were 
ready,  however,  when  the  bill  went 
to  the  Senate,  and  it  never  came 
out  of  committee.  Without  the 
protection  HB  124  offered,  it  is 
unlikely  that  the  Society  will  be 
able  to  follow  through  with  its  plan 
to  expand  the  Society’s  VIP 
program. 

HB  340  — Providers’  Parity 
of  Health  Insurance  Benefits 
for  Mental  and  Physical 
Illness 

At  the  end  of  the  session  HB  340 
was  still  in  the  House  Economic 
Development/Banking  and  Insur- 
ance Committee.  The  Federal 
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Government  is  debating  this  issue, 
which  we  will  be  following. 

HB  408  — Living  Will 

This  bill  expanded  the  state’s 
previous  living  will  law,  which 
applied  only  to  terminal  condi- 
tions, to  allow  advance  health  care 
directives  for  situations  involving 
persistent  vegetative  state  and 
irreversible  coma.  The  bill  also 
allows  a person  to  designate  a 
health  care  agent  to  make  health 
care  decisions,  permits  the  ap- 
pointment of  a surrogate  to  make 
decisions  if  no  agent  has  been 
named,  and  affirms  the  individual’s 
right  to  refuse  medical  treatment 
such  as  tube  feeding  or  artificial 
hydration.  The  governor  signed 
this  measure. 

These  are  a few  of  the  important 
and  highly  visible  health  issues 
that  the  Society  has  been  involved 
with.  If  there  are  any  additional 
bills  that  are  of  interest  to  you, 
please  contact  the  Society. 

Philip  J.  Corrozi 
Legislative  Specialist 

The  report  was  filed. 


Medical  Society 
of  Delaware  Alliance 

In  1996,  the  Alliance  continued 
with  a variety  of  activities.  The 
February  Wine-Tasting  raised 
$7,000  for  the  Wellness  Commu- 
nity, Delaware,  a new  Wilmington 
organization  which  provides  free 
psycho-social  support  for  cancer 
patients  and  their  families.  Co- 
chairs Beth  Domingo  and  Mary 
Beth  Hocutt  provided  the  hard 
work  which  made  this  evening  one 
of  the  most  successful  ever.  In 
April,  “Shelter-Showers”  were 
held  in  each  county  to  provide  a 
stock  pile  of  personal  hygiene 
items  and  toys  for  battered 
women’s  shelters.  Jane  Henderson 
coordinated  it  in  New  Castle; 
Elaine  Bradley  and  Marian  Marro 
in  Kent,  and  Shirin  Saberi  in 
Sussex.  Also  in  April  in  celebration 
of  Child  Abuse  Prevention  Month 
from  a grant  obtained  by  Goldie 


Klein  from  Pediatric  Associates,  a 
supply  of  AMAA  coloring  books 
was  provided  to  Delawareans 
United  to  Prevent  Child  Abuse. 
These  books  were  used  with 
children  in  programs  throughout 
the  state  to  promote  peaceful 
conflict  resolution. 

During  May  at  the  annual 
luncheon  Mehry  Reid,  president  of 
Maryland’s  Alliance  installed  our 
new  officers.  The  1996  Medical 
Society  President,  Carol  A.  Tavani, 
M.D.,  gave  the  keynote  address, 
“Changes  in  Medicine.”  Delaware 
was  represented  at  both  the 
Maryland  and  New  Jersey  Alli- 
ance annual  meetings.  During 
June,  state  president-elect 
Marianne  Cameron  and  immedi- 
ate past-president  Robby  Chabal- 
ko  attended  the  national  AMA 
Alliance  Convention  in  Chicago. 
The  MSDA  received  a membership 
award  for  New  Castle  County  due 
to  the  untiring  work  of  '95-'96 
Membership  Chair  Ellen  Grubbs, 
and  ‘95-’96  New  Castle  County 
President  Joan  Fiss. 

In  July,  the  Alliance  coordinated  a 
picnic  at  the  Blue  Rocks  baseball 
game  which  raised  $300  for  the 
Delaware  Medical  Education  Foun- 
dation. The  evening  was  enjoyed 
by  over  60  medical  society  mem- 
bers, friends,  and  family.  It  should 
be  repeated  this  year. 

This  year  in  Delaware  the  AMAA 
Stop  America’s  Violence  Every- 
where (SAVE)  Day  was  designated 
a past  president’s  project.  We 
joined  a coalition  of  50  organiza- 
tions dedicated  to  eliminating 
violence.  Coordinated  by  the 
YWCA  the  consortium  planned 
activities  throughout  the  state. 
Sue  Saliba  headed  the  effort  in 
Sussex  County. 

New  officers  for  ‘96-’97  include: 
President,  Shirin  Saberi;  Presi- 
dent-Elect, Marianne  Cameron; 
Vice  President,  Marian  Marro; 
Recording  Secretary,  Roberta 
Lamed;  Treasurer,  Jane  Hender- 
son; Directors,  Elaine  Bradley, 
Kay  Hosmane,  Mary  Beth  Hocutt, 
and  Marian  Marro. 


Programs  for  the  coming  year  will 
emphasize  legislative  awareness. 
Efforts  will  be  made  to  increase 
membership. 

We  were  saddened  to  learn  of  the 
death  of  Mardy  Dobson  on  October 
21,  1996.  Mardy  was  a state 

president  in  1975-77.  She  received 
the  Distinguished  Service  Award 
in  1996  and  has  held  various  board 
positions  for  decades.  Her  quote, 
“Together  we  can  do  more,”  will 
continue  to  be  an  active  theme  of 
the  Alliance. 

Roberta  D.  Chabalko 
Immediate  Past-President 

The  report  was  filed  with  commenda- 
tion to  the  Board  and  officers  of  the 
Alliance  for  maintaining  a very  active 
program. 

Medical  Society  of  Delaware 
Insurance  Services  (MSDIS) 

1996  has  recorded  another  year  of 
growth,  both  in  total  number  of 
insureds  and  dividend  dollars. 
These  dividends  are  generated 
from  the  sale  of  insurance  to  our 
members  and  their  practices.  I am 
pleased  to  note  that  this  support 
keeps  our  dues  the  fourth  lowest  in 
the  country,  just  $315  (the  lowest 
is  $300).  If  we  continue  to  grow,  we 
very  well  may  set  a new  standard 
for  the  country. 

In  addition  to  direct  support  for 
MSD,  MSDIS  is  virtually  the  sole 
support  of  the  Physicians’  Health 
Program  through  the  DMEF. 
Workshops  of  the  Physicians’ 
Advocate  are  also  made  possible 
by  our  financial  contributions.  The 
MSD  Roster  program  similarly 
obtains  some  funding  from  MSDIS. 

We  are  aggressively  pursuing 
members’  needs  for  all  lines  of 
insurance,  while  continuing  to 
enlarge  our  core  malpractice  base. 
There  are  still  several  groups  of 
physicians  who  could  both  benefit 
from  MSDIS  policies  and  in  turn 
would  benefit  MSDIS  by  virtue  of 
the  size  of  their  premiums.  Our 
joint  ventures  have  proven  to  be 
not  only  financially  beneficial  for 
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MSD,  but  truly  a real  benefit  to 
members.  Virtually  all  insurance 
needs  can  be  provided  by  MSDIS, 
and  our  goal  is  a single  phone 
number  members  can  call  for  any 
product  and  any  questions. 

Health  Select  has  grown  enor- 
mously through  the  hard  work  and 
dedication  of  Mike  Taylor  and 
Kent  Evans.  They  are  providing 
more  service  to  our  Society  than  I 
could  have  imagined  two  years  ago 
when  William  H.  Duncan,  M.D., 
first  announced  our  relationship 
with  RTA. 

The  malpractice  climate  is  cur- 
rently very  stable  and  because  of 
this,  PHICO  has  an- 
nounced a 10  percent 
premium  reduction.  We 
expect  other  carriers  to 
announce  reductions  also. 


Physicians  Emeritus  Delaware 

This  group  meets  three  times  a 
year.  The  three  meetings  of  this 
year  featured: 

1 ) David  S.  Bishop  who  spoke  on 
physicians  organizing  to 
present  their  programs  to 
HMOs  rather  than  the  other 
way  around.  But  we  all  know 
how  hard  it  is  to  organize 
physicians  for  this  purpose. 

2)  The  next  meeting  featured  our 
own  member,  George  L. 
Henderson,  M.D.,  who  is  an 
outstanding  sculptor.  He  pre- 
sented some  of  his  work  and 
described  the  processing  of 
sculpture  with  the  finished 
bronze. 


REPORTS  OF  ADVISORY 
COUNCILS 

AIDS  Advisory  Task  Force 

The  AIDS  Advisory  Task  Force 
submitted  its  report  to  the 
Governor  and  then  disbanded  last 
year.  There  was  a move  to  continue 
dialog  between  representative 
groups,  and  I was  asked  infor- 
mally to  provide  input  as  needed. 
However,  I have  not  heard 
anything  from  anyone  in  the  past 
year,  and  am  unaware  of  any  such 
activities. 

Marshall  T.  Williams,  M.D.,  Ph.D. 
Liaison 

The  report  was  filed. 


We  should  announce  our 
third  year  of  record  divi- 
dends by  year  end,  and 
projections  for  1997  look 
even  better  than  1996.  In 
the  face  of  the  wrenching 
changes  our  profession  is  endur- 
ing, it  is  critical  that  our  Society 
and  our  profession  receive  all  the 
support  we  can  give  it. 

Bill  Duncan,  M.D.,  has  held  the 
title  of  Director  Emeritus  for  the 
past  year.  However,  his  definition 
of  Emeritus  has  been  (as  is  usual 
for  Bill)  to  work  several  days  a 
week  for  the  benefit  of  MSDIS.  Bill 
has  given  us  notice  that  he  plans  to 
enjoy  some  activities  outside  of  the 
realm  of  Medicine,  and  will  begin 
to  serve  more  in  the  Emeritus 
fashion.  We  will  miss  his  input 
greatly,  but  he  has  promised  to  be 
available  whenever  we  might  need 
him. 

Thomas  J.  Maxwell,  M.D. 
President 

The  report  was  filed  with  commenda- 
tion to  Dr.  Duncan  for  his  continued 
devoted  and  honestservice  as  Director 
Emeritus  this  past  year. 


"We  are  aggressively  pursuing  members' 
needs  for  all  lines  of  insurance,  while 
continuing  to  enlarge  our  core  malprac- 
tice base. . . Virtually  all  insurance  needs 
can  be  provided  by  MSDIS. . . " 


3)  The  fall  meeting  featured  our 
own  William  H.  Duncan, 
M.D.,  presenting  “Further 
Reflections  on  World  War  II,” 
dressed  in  his  Eisenhower 
jacket  with  all  his  medals. 
Also,  at  this  meeting,  three  of 
our  talented  members  do- 
nated a work  of  art  for  the 
Delaware  Academy  of  Medi- 
cine collection:  George  L. 

Henderson,  M.D.  — “Thunder 
on  the  Hoof’  — Black  Rhino  — 
Bronze;  Mark  G.  Cohen,  M.D. 
— a watercolor;  and  Charles 
Strahan,  Jr.,  M.D.  — a 
watercolor. 

A social  half  hour  is  held  at  1 1 :30 
a.m.  followed  by  lunch  and  the 
feature  presentations.  Spouses 
are  encouraged  to  attend. 

Davis  G.  Durham,  M.D. 

President 

The  report  was  filed. 


Governor’s  Planning  and 
Advisory  Council,  Divi- 
sion of  Alcoholism,  Drug 
Abuse,  and  Mental  Health 

Since  1988,  I have  been 
the  liaison  for  our  Medi- 
cal Society  to  this  Advi- 
sory Council.  I was  first 
appointed  by  Governor 
Castle,  reappointed  by  Governor 
Castle  and  appointed  once  more  by 
Governor  Carper.  I had  been  the 
Council’s  Vice  Chair  and  Chair, 
and  in  January  of  1996  I stepped 
down  from  the  Chairmanship  of 
the  Council  and  have  become  very 
active  in  the  Council’s  Committee 
on  Public  Information.  For  the 
first  time  in  many  years,  the 
Council  is  meeting  with  a full 
complement  of  appointed  mem- 
bers. It  has  been  divided  into  three 
or  four  very  powerful  committees, 
which  meet  separately  in  addition 
to  the  monthly  meetings  that  the 
Council  has  at  Buena  Vista  on  the 
third  Thursday  of  each  month. 

The  Council’s  efforts  at  improving 
the  provision  of  services  to 
Delawareans  have  been  quite 
successful.  The  Council  is  plan- 
ning to  introduce  Parity  Legisla- 
tion, continue  to  contribute  greater 
cooperation  with  the  private 
sector,  and  as  of  1997  the 
Delaware  State  Hospital  will 
change  its  name  to  the  Delaware 
Psychiatric  Center,  erasing  the 
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stigma  attached  to  State  hospitals. 
The  Council  has  offered  total 
support  to  a five-year  campaign  to 
erase  stigma  that  has  been 
launched  nationally  on  October  7, 
1996.  The  local  manager  for  the 
Delaware  section  of  the  campaign 
is  Mark  Paccillio,  who  is  also  the 
Executive  Director  of  the  Alliance 
for  the  Mentally  III  of  Delaware. 
Mark  has  become  an  ex-officio 
member  of  the  Advisory  Council 
and  a member  of  its  Public 
Information  Committee. 

On  October  7,  1996,  at  the  Holiday 
Inn,  Governor  Carper  read  the 
proclamation  of  Mental  Illness 
Awareness  Week  and  Mark  Paccilio 
officially  launched  the  campaign. 
In  attendance  were  many  mem- 
bers of  the  Council  and  related 
organizations  and  Senator  Patricia 
Blevins  and  Representative  Jane 
Maroney,  who  were  appointed 
Honorary  Co-Chairpersons  of  the 
campaign.  On  the  evening  of 
October  7th  at  the  annual  dinner 
of  the  Alliance  for  the  Mentally  111 
Delaware,  I gave,  on  behalf  of  the 
Psychiatric  Society  of  Delaware,  a 
plaque  to  Congressman  Castle  in 
recognition  of  his  pioneering  role 
in  the  reform  of  the  Mental  Health 
Code  in  Delaware  and  his  efforts  to 
maintain  the  doors  of  his  offices  in 
Washington,  Dover  and  Wilming- 
ton always  open  to  us. 

Jorge  A.  Pereira-Ogan,  M.D. 
Liaison 

The  report  was  filed. 


Advisory  Council  on  Cancer 
Control,  Division  of  Public  Health 

This  Council  was  established 
about  eight  years  ago  by  the 
Delaware  Division  of  Public  Health 
(DPH)  to  advise  DPH,  and  to  help 
coordinate  cancer  control  activi- 
ties in  Delaware.  The  latter  was 
enhanced  by  having  a membership 
representing  groups  interested  in 
cancer  control.  The  membership 
included  the  Medical  Society  of 
Delaware,  the  Delaware  Division 
of  the  American  Cancer  Society, 
the  Delaware  Chapter  of  the 
American  College  of  Surgeons,  the 


Delaware  Hospital  Association, 
Delaware  Hospice,  the  Cancer 
Registrars  Association,  Delaware 
ASCO  representing  Oncologists, 
and  the  University  of  Delaware 
through  its  College  of  Nursing  as 
well  as  representatives  from  the 
Department  of  Natural  Resources 
and  the  Division  of  Aging.  Over  the 
years  the  Council  has  supported 
and  sponsored  several  reports  on 
the  status  of  cancer  in  Delaware  as 
well  as  a strategic  plan  for 
addressing  the  problems  noted. 

The  above  history  is  reviewed 
because  the  State  Legislature 
seems  to  have  been  unaware  of  the 
presence  of  such  a Council  and  has 
passed  a series  of  resolutions  over 
the  last  few  years  setting  up 
separate  commissions  and  studies 
to  determine  why  Delaware  has 
such  a high  cancer  death  rate.  The 
first  request  resulted  in  a Cancer 
Task  Force  report  which  was 
published  about  18  months  ago. 
Under  the  Chairmanship  of  Patri- 
cian Hoge,  Ph.D,  Executive  Vice 
President  of  the  Delaware  Divi- 
sion of  the  American  Cancer 
Society,  and  with  the  help  of  Paul 
Silverman,  Dr.P.H.,  of  the  Divi- 
sion of  Public  Health,  the  Council 
made  an  effort  to  become  the 
clearinghouse  to  coordinate  and 
find  answers  for  the  Legislature 
and  the  citizens  of  the  state  by 
establishing  subcommittees  which 
have  suggested  ways  to  implement 
the  findings  of  the  Cancer  Task 
Force.  One  of  which  would  require 
an  expenditure  of  several  million 
dollars  to  do  a scientific  environ- 
mental study.  However,  before  the 
subcommittee’s  suggestions  could 
be  implemented,  the  Legislature 
stimulated  several  other  studies, 
presumably  because  the  Cancer 
Task  Force  Report  blamed  most  of 
the  increased  death  rates  on 
individual  behaviors  and  not  the 
environment.  The  latest  study  is 
being  managed  by  the  Delaware 
Health  Care  Commission  (DHCC) 
to  reduce  cancer  risks  by  studying 
barriers  to  service  and  reducing 
cancer  risks  by  a public  education 
program  on  behavior  risk  reduc- 
tion. The  Council  is  represented  on 
the  subcommittee  of  the  DHCC 


overseeing  that  study,  which  is  in 
its  first  month  of  study. 

In  the  meantime,  under  Dr. 
Silverman’s  guidance  and  with  the 
support  of  the  Council,  an  excel- 
lent pamphlet  has  been  written  on 
cancer,  “What  We  Know  and  What 
We  Don’t  Know,”  for  people, 
including  legislators,  to  read  if 
they  are  concerned  about  high 
cancer  death  rates  in  Delaware. 

It  is  hoped  that  this  report  will 
help  the  medical  profession  under- 
stand what  the  Advisory  Council 
on  Cancer  Control  is  doing  and 
planning,  so  that  when  and  if 
legislators  have  questions,  they 
will  be  referred  to  the  Council  and 
its  resources  for  answers. 

Robert  W.  Frelick,  M.D. 

Liaison 

The  report  was  filed. 


Controlled  Substance 
Advisory  Committee 

A “state  of  flux”  would  be  the 
phrase  that  best  describes  the 
function  of  the  Controlled  Sub- 
stances Advisory  Committee. 
Bonnie  Wallner,  the  drug  control 
administrator,  resigned  to  join  her 
husband  in  England;  Michael  J. 
Pasquale,  M.D.,  resigned  from  the 
committee  due  to  the  press  of  time 
at  the  designated  time  for  meet- 
ings; James  Kiaminski,  who 
replaced  Bonnie  Wallner  in  a 
temporary  capacity  was  replaced 
by  David  Dryden;  and  finally,  the 
Director  of  the  Division  of  Public 
Health,  Charles  Konigsberg,  Jr., 
M.D.,  stepped  aside  for  a new 
Director,  Gregg  Sylvester,  M.D. 

At  the  January  meeting  a state- 
wide interdisciplinary  voluntary 
organization  was  suggested.  Such 
an  organization  would  be  commit- 
ted to  promoting  optimal  pain 
management  for  patients/families 
through  the  continuum  of  cancer. 

A draft  of  the  Controlled  Sub- 
stance Application  form  was 
submitted  and  approved  by  DEA, 
Dr.  Konigsberg,  the  Physician’s 
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Assistants’  Advisory  Council  and 
the  Board  of  Medical  Practice.  The 
Controlled  Substance  Application 
Form  for  advanced  practice  nurses 
has  been  developed  by  the  Office  of 
Narcotics  and  Dangerous  Drugs 
(copy  to  the  director  of  the  Board  of 
Nursing,  Iva  Boardman).  This 
program  is  to  be  monitored  by  the 
Office  of  Narcotics  and  Dangerous 
Drugs. 

Rhoslyn  J.  Bishoff,  M.D. 

Liaison 

The  report  was  filed. 


Drug  Free  Schools  and  Commu- 
nities Committee  (DFSCC) 

Meetings  were  convened  at  the 
Dover  Sheraton  Inn,  the  Cabinet 
Room  of  the  Townsend  Building 
and  Stones  Restaurant.  The  meet- 
ings were  September  28,  1995, 

November  15,  1995,  February  22, 
1996,  April  25,  1996,  and  Septem- 
ber 12,  1996. 

Targets  for  1995-96  were: 

1 . Middle  School  Conference 
focusing  on  smoking  and  all 
tobacco  products. 

2.  Support  physically  and  mon- 
etarily the  Statewide  Con- 
flict Resolution. 

3.  Oppose  Jaycee  Project 
thought  to  be  an  advertising 
project  sponsored  by  RJ 
Reynolds  in  which  RJ 
Reynolds  asked  Jaycee  to  co- 
sponsor posters  that  encour- 
age retailers  not  to  sell 
tobacco  products  to  teenag- 
ers. 

4.  Studies  of  surveys. 

5.  Review  of  legislative  bills. 

These  will  remain  as  targets  in  the 
next  year. 

Finally,  there  was  a change  in 
committee  leadership.  Dr.  Wayne 
Bastian  retired  with  regrets,  and 
Dr.  Tom  Butler  was  elected  to  be 
the  chairman  of  the  committee. 

Rhoslyn  J.  Bishoff,  M.D. 

Liaison 

The  report  was  filed. 


Domestic  Violence 
Coordinating  Council 

At  the  outset  it  is  necessary  to 
realize  that  domestic  violence  is 
under  reported  and  reports  are 
based  on  police  reports  only.  The 

police  have  developed  new,  more 
complete  report  sheets. 

The  difficulty  in  obtaining  reports 
serves  to  point  out  the  need  for 
emphasis  on  prevention.  Preven- 
tion is  best  accomplished  by 
isolating  the  victims  and  perpetra- 
tors and  counseling  both  as 

thoroughly  as  the  law  permits  and 
by  educating  children  as  early  as 
possible  to  omit  violence  and 
report  it  when  the  child  observes 
violence. 

This  year  the  Council  is  embarking 
on  review  of  murder-suicide  cases 
by  Fatal  Incidence  Response 
Teams  to  learn  where  and  what 

may  have  prevented  the  fatal 

result.  (Prevention  must  be  in- 
serted at  every  level  and  be  as 
dynamic  as  possible.) 

The  Coordinating  Council  asked 
the  University  of  Delaware  to 
report  results  of  its  efforts  under 
six  headings: 

1)  Community-Based 
Service  Organizations 

2)  Educational  Institutions 

3)  Emergency  Shelter  and 
Transitional  Housing 

4)  Advocacy  Organizations 

5)  Health  Care  Treatment 
Services 

These  reports  show  vital  evidence 
of  the  coordination  obtained. 
There  still  remains  the  need  to 
report  all  well  designed  programs 
to  the  Council.  Such  reporting  will 
both  avoid  duplication  of  effort  and 
incorporate  the  ideas  and  initia- 
tives of  all  organizations. 

Rhoslyn  J.  Bishoff,  M.D. 

Liaison 

The  report  was  filed. 


State  School  Health 
Advisory  Committee 

Earlier  the  committee  was  asked 
to  solve  the  problem  of  when  to 
resuscitate  or  not  to  resuscitate. 
This  problem  was.  first  addressed 
in  September  27,  1995,  and  due  to 
no  legal  background  or  legal 
action,  there  is  no  clear  answer  as 
of  September  26,  1996. 

Medication  on  field  trips  is  an 
issue  started  earlier  that  is 
obstructed  because  schools  do  not 
have  the  finances  to  support 
nurses  attending  field  trip  events. 

Confidentiality  within  agencies 
was  sought,  but  gained  little  favor. 

A tuberculosis  program  was  needed 
and  was  established  by  the  end  of 
the  1995-96  year.  Narcotics  and 
dangerous  drugs  in  schools  were 
studied  for  means  of  reducing  and 
controlling.  Success  is  fragile  from 
one  year  to  the  next.  Support  from 
the  Medical  Society’s  Pharmacy 
Committee  of  physicians  and 
druggists  will  be  sought. 

Dr.  Wayne  Bastian  was  honored 
for  his  years  of  service  to  the 
Advisory  Committee. 

Rhoslyn  J.  Bishoff,  M.D. 

Liaison 

The  report  was  filed. 


Delaware  Health 
Resources  Board 

The  Delaware  Health  Resources 
Board  was  established  by  House 
Bill  No.  331,  signed  into  law  by 
Governor  Carper  on  June  22,  1994. 
The  Board  is  comprised  of  21 
members,  including  a representa- 
tive of  the  Medical  Society  of 
Delaware  and  other  designated 
organizations  and  interests  as  well 
as  nine  representatives  of  the 
public-at-large.  Certificate  of  Need 
(CON)  decision  making  authority 
is  vested  in  the  Board.  Subsequent 
legislation  has  provided  for  the 
phase-out  of  the  CON  program, 
with  CON  to  sunset  entirely  on 
June  30,  1999. 
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The  Board  has  adopted  a Health 
Resources  Management  Plan,  the 
purpose  of  which  is  to  “assess  the 
supply  of  health  care  resources, 
particularly  facilities  and  medical 
technologies,  and  the  need  for  such 
resources.”  Given  the  rapidity 
with  which  change  is  occurring  in 
the  financing  and  delivery  of 
health  care,  flexibility,  as  reflected 
by  a set  of  general  principles,  is  a 
critical  aspect  of  the  Plan. 

Certificate  of  Need  decisions 
rendered  by  the  Board  follow: 

• Medical  Center  of  Dela- 

ware - Expansion  of  Neo- 
natology and  Cardiac  Ser- 

vices and  replacement  of 
angiography  equipment  - 
Approved. 

• Medical  Center  of  Dela- 

ware - Renovation  of 
Pelleport  Building  for  relo- 
cation of  Preventive  Medi- 
cine and  Rehabilitation 
Institute  - Approved. 

• New  Castle  Surgery  Cen- 
ter, Ltd.  - Establishment 
of  Freestanding  Surgical 
Center  - Approved. 

• Alfred  I.  duPont  Institute  - 

Children’s  Heart  Care  Pro- 
gram - Approved. 

• Broadmeadow  Investment, 

L.L.C.  - 140-bed  nursing 

home  in  Middle-town  - 
Approved. 

• St.  Francis  Hospital  - 25 
nursing  home  beds  (tran- 
sitional care)  - Approved. 

• Milford  Memorial  Hospi- 

tal - 18  nursing  home  beds 
(transitional  care)  - Ap- 
proved. 

• Beebe  Medical  Center  - 31 
additional  nursing  home 
beds  - Approved. 

• Millsboro  Nursing  and 
Rehabilitation  Center  - 40 
additional  nursing  home 
beds  - Approved. 

• Nanticoke  Alternative 
Care  - 32  additional  nurs- 
ing home  beds  - Approved. 

• Genesis  Health  Ventures, 

Inc.  - 150-bed  nursing 

home  in  Milford  - Condi- 
tionally approved  (120  beds). 

• Springbreeze  Retirement, 

L.P.  - 140-bed  nursing 

home  in  Millville  - Denied. 


• Sussex  Medical  Investors, 

L.P.  - 120-bed  nursing 

home  in  Lewes  - Denied. 

• Sussex  Healthcare,  L.L.C. 

- 120-bed  nursing  home  in 
Milford  - Denied. 

• Beebe  Medical  Center/ 

Milford  Memorial  Hospi- 
tal/Nanticoke  Memorial 
Hospital  - 100-bed  nursing 
home  in  Georgetown 
Denied 

Steven  L.  Edell,  D.O.,  F.A.C.R. 

Liaison 

The  report  was  filed. 


Family  Law  Commission 

The  Commission’s  charge  is  to  be 
the  public  advocate  in  the  sense  of 
giving  audience  to  the  public’s 
concerns  and  then  developing 
rules  and/or  legislation  that  levels 
or  assuages  both  the  public  and  the 
Family  Court  fairly. 

Meeting  this  charge  this  year  was 
not  accomplished  without  the 
Commission  realizing  for  the  first 
time  the  lightning  bolts  of  the 
public’s  anger  and  tense  implica- 
tion of  bodily  threat  to  members  of 
the  Commission.  On  March  12, 
1996,  the  Family  Law  Commission 
held  an  open  hearing  at  7 p.m.  that 
finally  ended  near  10  p.m.,  one 
hour  later  than  proposed.  This 
meeting  was  in  the  amphitheater 
of  the  Carvel  Building. 

The  tension  through  the  last  hour 
of  this  hearing  was  so  electrified 
and  threatening  that  the  Commis- 
sion at  its  later  hearing  for  Kent 
and  Sussex  Counties  was  con- 
ducted with  security  officers 
visibly  in  evidence. 

Other  concerns  were  handled 
through  the  year  by  the  Commis- 
sion such  as  support  for  HB  534 
which  excludes  application  of  the 
Melson  formula  to  a second  job 
used  to  support  a second  family. 
Other  bills  were  pending  and  final 
action  cannot  be  given  at  this  time. 

May  Pisapia  resigned  from  the 
Commission  after  many  years  of 


service.  James  Woodward  of  Dover 
and  CEO  of  Kent  General  Hospital 
was  nominated,  elected  and  con- 
firmed as  May  Pisapia’s  successor. 
Mr.  Woodward’s  first  meeting  will 
be  in  November  1996. 

Rhoslyn  J.  Bishoff,  M.D. 

Liaison 

The  report  was  filed  with  note  of  the 
fact  that  the  Family  Law  Commission 
needs  a pediatrician  to  serve  and  the 
suggestion  that  anyone  interested 
contact  Dr.  Bishoff. 


Medical  Care  Advisory 
Committee,  The  Division 
of  Social  Services 

It  is  my  privilege  to  report  to  you 
the  progress  of  the  Medical  Care 
Advisory  Committee  (MCAC)  for 
the  past  year. 

The  MCAC  is  based  in  federal 
regulation  and  the  members  are 
appointed  by  the  Secretary  of  the 
Delaware  Department  of  Health 
and  Social  Services  (DHSS). 

The  MCAC  has  been  meeting 
approximately  every  three  months 
during  the  past  year.  The  MCAC 
consists  of  representatives  from 
the  fields  of  medicine,  consumer 
groups,  other  appropriate  groups 
and  from  the  DHSS’  Medicaid 
Program,  all  of  whom  advise  the 
Medicaid  Program  about  health 
and  medical  care  services. 

The  MCAC  has  an  ongoing  role  of 
working  with  the  DHSS  and  the 
Medicaid  program  by  contributing 
knowledge,  providing  a channel  of 
communication,  studying  and  mak- 
ing recommendations,  working 
with  other  advisory  committees, 
advising  on  alternate  health 
systems  and  other  means  to 
maximize  resources.  The  specific 
activities  of  the  MCAC  this  year 
included: 

1 . Working  with  Medicaid  in 
following  the  evolution  of 
the  program  to  a managed 
care  setting  from  fee  for 
service.  The  managed  care 
program  is  administered 
by  Kay  Holmes. 
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2.  Following  the  progress  of 
the  Delaware  Health  Care 
Commission  by  receiving 
regular  reports  from  the 
DHCC. 

3.  Monitoring  the  progress 
of  the  Society’s  VIP  pro- 
gram through  regular  re- 
ports by  Mark  A.  Meister, 
Executive  Director  of  the 
Medical  Society  of  Dela- 
ware and  a member  of  the 
MCAC.  During  the  year, 
Dr.  James  Gill  who  has 
been  studying  the  pro- 
gram for  statistical  analy- 
sis of  its  success  pre- 
sented his  report  to  the 
committee. 

4.  Following  the  develop- 
ment of  the  Nemours 
Foundation  Pediatric  Clin- 
ics. We  are  assisted  on 
this  matter  by  Dr.  Steven 
Dowshen  from  A.I.  duPont 
Institute. 

5.  Looking  at  various  initia- 
tives in  expanding  Medic- 
aid and  in  enhancing  its 
use  by  recipients. 

6.  Working  with  Medicaid 
on  developing  a Case 
Advisory  Committee  for 
evaluation  of  services  to 
technologically  dependent 
patients  and  services  for 
patients  with  extraordi- 
nary needs,  i.e.  trans- 
plants, etc. 

7.  Receiving  overview  re- 

ports on  various  Medicaid 
and  Social  Service  func- 
tions such  as  the  Smart 

Start  Program  and  the 

Drug  Utilization  Program. 

In  summary,  it  is  my  opinion  that 
the  MCAC  has  developed  as  a 

strong  resource  for  both  the 
provider  community,  as  well  as  the 
Division  of  Social  Service.  The 
ability  to  communicate  freely  on  a 
regular  basis,  as  well  as  look  at 
developments  in  medicine,  are 
serving  both  the  providers  and  the 

state  of  Delaware  with  an  excel- 
lent opportunity  to  monitor,  as 
well  as  effect  change  in  the  health 
care  of  our  citizens. 


Thank  you  for  this  opportunity  to 
provide  information  to  the  Medical 
Society  on  behalf  of  this  very 
worthwhile  committee. 

Edward  R.  Sobel,  D.O. 

Liaison 

The  report  was  filed. 


REPORTS  OF  COMMUNITY 
HEALTH  ORGANIZATIONS 


American  Cancer  Society, 
Delaware  Division 

The  first  full  year  of  our  reorgani- 
zation is  now  completed.  Cus- 
tomer satisfaction  surveys  have 
indicated  that  our  decision  to 
organize  programs  around  re- 
gional teams  and  fundraising 
around  local  branches  has  been 
successful.  Our  year  end  results 
show  a strong  increase  in  fund- 
raising across  all  sources,  an 
increased  number  of  people  volun- 
teering, and  a steady  sustained 
growth  in  program  offerings. 

We  average  almost  1,000  tele- 
phone calls  per  month  from 
Delawareans  asking  for  preven- 
tion, early  detection  or  patient 
services  information.  The  first 
quarter  of  the  fiscal  year  recorded 
extraordinary  growth  in  the  re- 
quest for  specific  information  on 
prostate  cancer,  breast  cancer, 
and  tobacco  control.  Program 
innovations  this  year  included  a 
group  of  highly  successful  prostate 
cancer  awareness  breakfasts  tar- 
geting senior  men’s  groups  and  a 
breast  cancer  awareness  effort 
aimed  at  identifying  Delaware 
businesses  who  agree  to  promote 
breast  health  to  their  employees 
during  October.  November  marked 
our  first  Smokeout  Scream,  a 
tobacco  control  effort  aimed  at 
school  age  youth.  The  requests  for 
our  now  nationally  recognized 
Purple  Teas,  a breast  cancer 
awareness  event,  and  participa- 
tion in  support  groups  statewide 
increased. 

The  legislative  highlight  of  the 
year  was  the  successful  passage  of 


HB  440,  a bill  to  limit  youth  access 
to  tobacco  products.  This  legisla- 
tion requires  photo  identification 
be  requested  before  selling  tobacco 
products,  severely  limits  the 
placement  of  tobacco  vending 
machines,  disallows  the  distribu- 
tion of  tobacco  samples  and  the 
selling  of  single  cigarettes. 

In  other  efforts  to  increase  the 
status  of  our  children’s  health,  the 
division  sponsored  a meeting  of  all 
the  Chief  School  Officers  with 
John  Seffrin,  Ph.D.,  CEO  of  the 
National  American  Cancer  Soci- 
ety, to  discuss  the  importance  of 
comprehensive  school  health  edu- 
cation. Our  Childhood  Cancer 
Committee  has  continued  to  be 
active  in  presenting  workshops 
and  activities  for  the  families  of 
children  with  cancer. 

Under  the  leadership  of  Senator 
Thomas  Sharp,  the  division  estab- 
lished Legislators  Against  Cancer. 
This  group  of  senators  and 
representatives  attended  a lun- 
cheon in  June  to  hear  Clark  Heath, 
M.D.,  Vice  President  of  Epidemiol- 
ogy and  Surveillance  Research  for 
the  National  American  Cancer 
Society,  provide  an  overview  of 
“Cancer  — The  Disease.” 

Leslie  W.  Whitney,  M.D. 

Liaison 

The  report  was  fled. 


American  Lung  Association 
of  Delaware 

The  American  Lung  Association  of 
Delaware  (ALAD)  celebrates  its 
90th  year  of  serving  the  State  of 
Delaware  and  fighting  lung  dis- 
ease. Originally  founded  to  fight 
tuberculosis,  the  Association  now 
works  to  prevent  other  lung 
diseases  and  promote  lung  health. 

Delawareans  should  be  breathing 
easier  with  gains  in  cleaner  air 
and  a better  understanding  of 
sensitive  lungs  made  possible 
through  research;  however  asthma 
continues  to  rise.  It  is  for  this 
reason  that  the  ALAD  has  adopted 
asthma  as  its  number  one  program 
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priority.  Asthma  affects  11,000 
children  and  23,000  adults  in 
Delaware.  It  is  the  number  one 

cause  for  school  absenteeism  and 

is  the  most  common  chronic 
childhood  illness.  It  is  also 
important  to  recognize  the  grow- 

ing number  of  adults  suffering 
from  asthma.  Last  year  five 

individuals  died  from  asthma  in 
the  State  of  Delaware. 

The  ALAD  hopes  to  identify  and 
refer  for  treatment  every  person 

with  asthma  in  the  State  of 
Delaware  by  the  year  2000.  This 

area  will  be  addressed  through 
additional  programming  and  edu- 
cational materials.  Another  area 
of  concern  that  needs  to  be 
addressed  is  a look  into 
the  environment  and  the 
effects  it  has  on  asthma. 

Current  research  is  indi- 
cating that  indoor  air 
pollution  plays  a major 
role  in  precipitating 
asthma  episodes  and  air- 
way inflammation.  The 

ALAD  hopes  to  develop 
an  asthma  registry  for  Delaware. 
To  help  fund  programs  and  the 
registry,  the  Association  holds  an 
annual  Breath  of  Spring  Gala. 

The  ALAD  also  continues  its 
tradition  of  working  on  tobacco 
control  issues.  The  Association 
plans  to  decrease  overall  smoking 
prevalence  from  26  percent  to  15 
percent.  Delaware  currently  has 
the  9th  worst  smoking  prevalence 
rate  among  adults  in  the  United 
States.  This  rate  has  remained 
consistent  over  the  years.  It  is 

imperative  that  strategies  be 
implemented  to  help  decrease  the 

rate.  One  such  strategy  includes 
being  part  of  statewide  coalitions. 
The  Association  will  serve  as  co- 

chair of  one  such  coalition  that  is 
looking  to  increase  the  excise  tax 
during  the  next  legislative  session. 
The  tax  will  be  the  first  increase 
since  1991. 

During  the  past  year,  the  organi- 
zation worked  hard  to  pass 
legislation  to  restrict  youth  access 

to  tobacco  products.  This  was 
passed  in  April.  The  legislation 


prohibits  the  sale  or  distribution  of 
tobacco  products  to  minors,  re- 
quires the  notice  of  the  law  with  an 
800  number,  prohibits  single 
sales,  requires  vending  machines 
to  be  at  least  25  feet  away  from  any 
entrance  and  directly  visible  by  a 
supervisor,  and  fines  and  penal- 
ties to  owners.  Currently  the 
organization  is  involved  in  state- 
wide compliance  checks.  These 
checks  are  random  and  unan- 
nounced opportunities  where  au- 
thorized young  people  try  to 
purchase  tobacco  products. 

Most  recently,  the  Association 
served  as  the  lead  agency  in 
writing  a grant  to  the  Robert  Wood 
Johnson  Foundation.  This  grant 


represented  Delaware  tobacco 
control  advocates  and  the  needs 
for  the  State.  These  two  program 
areas  have  been  made  possible 

through  the  efforts  of  dedicated 
volunteers  and  the  Delaware 

Thoracic  Society,  the  medical  arm 
of  the  American  Lung  Association. 
These  individuals  and  groups  have 
given  countless  hours  of  time  and 
resources.  We  thank  each  and 
every  one  of  you  for  your 
commitment  to  lung  disease. 

Remember — when  you  can’t 
breathe,  nothing  else  matters. 

John  J.  Chabalko,  M.D. 

Liaison 

The  report  was  filed. 


The  Delaware  Center 
for  Wellness 

The  Delaware  Center  for  Wellness 
(DCW),  thanks  to  its  contracts 
with  the  Blues  and  its  other 
sources  of  income,  including  new 
members,  has  increased  its  staff 
and  activities  in  1996.  DCW  has 
used  Health  Risk  Appraisal  screen- 


ing with  the  Blue  Cross  members, 
and  has  promoted  its  use  for 

others.  They  have  had  a number  of 
workshops  as  well  as  helping 
employer  members  develop  indi- 
vidual worksite  wellness  pro- 
grams. A number  of  new  benefits 
have  been  developed  for  the 

membership.  The  Board  has  been 
very  supportive  and  has  contrib- 
uted to  many  suggestions,  such  as 
ways  to  work  with  managed  care. 

DCW  surveyed  the  managed  care 
organizations  in  the  area  to  better 
understand  their  specific  preven- 
tion and  screening  proposals.  This 
activity  has  been  enhanced  by 
business  contracts  arranged  by 
some  members  of  the  board.  They 
plan  to  collaborate  rather 
than  compete  with  the 

managed  care  organiza- 
tions who  often  market 
preventive  programs  with- 
out well  established  and 

proven  worksite  wellness 
projects. 


The  Annual  Meeting  on 
the  14th  of  November  is  being 
promoted  as  a “Mid  Atlantic 
Worksite  Wellness  Conference.”  It 
will  meet  at  Clayton  Hall,  and  has 
attracted  a number  of  national 
speakers  while  focusing  on  local 
concerns. 

DCW  is  considering  expansion  of 
its  activities  to  worksites  outside 
of  Delaware  especially  those 
businesses  involved  in  mergers. 
DCW’s  added  staff  has  allowed 
them  to  market  programs  both 
locally  and  in  neighboring  commu- 
nities. 

While  physicians  are  interested  in 
promoting  prevention,  the  need  to 
be  primarily  concerned  with 
caring  for  the  sick  often  interferes 
with  the  time  needed  to  offer 
preventive  services  to  patients  and 
their  families.  Furthermore,  health 
insurance  often  fails  to  remuner- 
ate for  such  services.  Thus  it  is 
important  for  physicians  to  sup- 
port and  evaluate  services  such  as 
those  being  provided  by  DCW  to 
employees  at  many  workplaces, 
and  to  encourage  equivalent 


"Delaware  currently  has  the  9th  worst 
smoking  prevalence  rate  among  adults 
in  the  United  States.  " 
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quality  services  for  school  aged 
youth  as  well  as  the  senior  retired 
population  in  Delaware. 

The  Society’s  Environmental  and 
Public  Health  Committee  is  seek- 
ing ways  to  work  with  the 
Delaware  Division  of  Public  Health 
to  promote  the  U.S.  Public 
Health’s  “Putting  Prevention  into 
Practice’’  program  as  part  of  office 
practice.  One  of  the  challenges 
facing  most  prevention  programs 
is  assuring  quality  and  adherence 
to  standards.  Currently  this  is 
best  done  by  reviewing  the 
processes  involved  and  measuring 
intermediate  end  points.  Should 
the  Medical  Society  offer  to 
evaluate  Prevention/Wellness  pro- 
grams for  industry  and  other 
groups  interested  in  promoting 
prevention  such  as  the  managed 
care  organizations?  It  might  help 
assure  health  professional  over- 
sight for  the  quality  of  such 
programs  for  those  interested  in 
sponsoring  prevention  initiatives 
for  school,  worksite  and  senior 
programs. 

Robert  W.  Frelick,  M.D. 

Liaison 

The  report  was  filed. 

March  of  Dimes 

Birth  Defects  Foundation 

The  past  year  has  seen  multiple 
changes  at  the  local  chapter  of  the 
March  of  Dimes.  Strategic  plan- 
ning by  the  Executive  Committee 
resulted  in  a new  committee 
structure.  In  addition,  a new 
Executive  Director,  Cathy  Kan- 
efsky,  has  been  hired.  The  Health 
Professional  Advisory  Committee 
has  resurrected  many  projects 
including  Chain  Reaction  (a  pro- 
gram to  sensitize  adolescents  to 
the  importance  of  prenatal  care, 
infant  care,  etc.)  and  Babies  and 
You  (a  program  to  provide  similar 
education  for  the  employees  of 
local  companies).  The  “Think 
Ahead”  campaign  has  been  initi- 
ated to  stress  the  importance  of 
preconception  counseling.  A 
“Stork’s  Nest”  is  being  developed 
with  the  Zeta  Beta  Phi  Sorority 
and  Blue  Cross/Blue  Shield  Medic- 


aid Managed  Care  group  to 
provide  incentives  for  patients  to 
obtain  appropriate  prenatal  care. 
In  connection  with  Governor 
Carper’s  Delaware  Perinatal 
Board,  a professional  Speakers’ 
Bureau  for  Maternal  and  Child 
topics  is  being  developed.  Finally, 
as  part  of  the  “Delaware  Project” 
envisioned  by  former  Chapter 
Chairman,  Jim  Cavanaugh,  the 
local  chapter  received  a grant  from 
the  National  March  of  Dimes  to 
hire  a community  coordinator,  Liz 
O’Neill,  to  assist  with  community 
outreach  and  the  work  of  the 
Delaware  Perinatal  Board. 

Garrett  H.C.  Colmorgen,  M.D. 
Liaison 

The  report  was  filed. 


MEMORIAL 

As  a memorial  to  the  members  of 
the  Society  who  were  lost  through 
death  during  the  past  year,  the 
assembly  rose  for  a moment  of 
silence  as  the  following  names 
were  read: 

Alfred  E.  Bacon,  Jr.,  M.D. 

Jerome  J.  Bredall,  M.D. 

S.  Ward  Casscells,  M.D. 

Allan  R.  Cruchley,  M.D. 

John  J.  Egan,  M.D. 

Laurence  L.  Fitchett,  M.D. 

Joseph  F.  Hughes,  M.D. 

Warren  R.  Johnson,  M.D. 

James  E.  Marvil,  M.D. 

Donald  H.  McGee,  M.D. 

James  R.  McNinch,  M.D. 

Peter  J.  Mette,  M.D. 

Allston  J.  Morris,  M.D. 

Lyman  J.  Olsen,  M.D. 

Evelyn  G.  Orton,  M.D. 

Jack  R.  Zahn,  M.D. 


ABSOLUTION  RESOLUTION 

The  House  adopted  the  following 
resolution: 

RESOLVED,  That  each  and  all  of 
the  Resolutions,  acts,  and  proceed- 
ings of  the  Board  of  Trustees  of  the 
Medical  Society  of  Delaware 
heretofore  had  been  adopted  since 
the  last  meeting  of  the  House  of 
Delegates  of  the  Medical  Society  of 
Delaware  as  shown  by  the  records 
of  the  minutes  and  all  the  acts  of 
the  officers  and  trustees  of  the 
Society  in  carrying  out  and 
promoting  the  purposes,  objects 
and  interests  of  this  Society  since 
the  last  House  of  Delegates 
meeting  are  approved  and  ratified 
and  hereby  made  the  acts  and 
deeds  of  the  Medical  Society  of 
Delaware. 


The  complete  report  of  the  Proceed- 
ings of  the  House  of  Delegates  is  on 
file  in  the  Medical  Society  office  and  is 
available  to  members. 


124 


Del  Med  Jrl,  February  1997,  Vol  69  No  2 


Sunday  - Friday 
November  2-7,  1997 

Sponsored  Annually  by 

ALLEGHENY 
UNIVERSITY 

OF  THE  HEALTH  SCIENCES 
MCP  ♦ Hahnemann  School  of  Medicine 

co-sponsored  by 

Council  on  Clinical  Cardiology  of  the 


American  Heart 
Associations, 


0 


Location:  Wyndham  Franklin  Plaza  Hotel, 

Philadelphia,  Pennsylvania 

Why  Should  You  Attend  This  Board  Review  Course! 

• The  Original  Philadelphia  Cardiovascular  Board  Re  view...  offered  since  1983 

• Over  90%  pass  rate! 

• More  days,  more  hours,  more  lectures,  more  topics  than  other  courses. 

• Geared  exclusively  for  taking  the  Boards;  contains  all  the  required  subjects^ 

• Most  comprehensive  course  syllabus 

• Fee  includes  breakfasts,  luncheons,  breaks  and  a reception 

• Low  hotel  rates  with  discounted  parking-close  to  great  i^taurdhtsjdidpping,  theaters,  museums,  and  sports 

• Course  faculty  of  nationally-known  scholars  will^n^(/e^li^ong^)tliers  George  A.  Beller,  M.D., 

Richard  Conti,  M.D.,  Maria  R.  Costanzo,  M.fX,  BerifamJ. v^^h,  M.D.,Ami  E.  Iskandrian,  M.D.,  Francis  E. 
Marchlinski,  M.D.,  Robert  Roberts,  M.D.,  Bejyar^A^egal,  M. I)., Alexander  G.G.Turpie,  M.D. 


ician  with  an  intensive  in-depth  review  of  the  clinical 
u of  cardiovascular  diseases. 


This  program  is  designed  to  provide^ 
manifestations,  pathophysiologyfmjM  EXeat 

Allegheny  University  of  thei*2Mth  Sei  Hahnemann  School  of  Medicine  is  accredited  by  the  Accreditation  Council  for  Continuing  Medical 

Education  (ACCME)  < n W>*-«o  n tin  uK^ae  d i c a I education  for  physicians. 

Allegheny  University  (MO)  ♦ffahiilmann  School  of  Medicine  designates  this  educational  activity  for  a maximum  of  50.0  hours  in  category  1 credit  towards 
theAMA  PhysJNm's  R cV/>g  n i fy—^Avv  a rd . Each  physician  should  claim  only  those  hours  of  credit  that  he/she  actually  spent  in  the  educational  activity. 

This  ZoXgHim  is  e^ihl(L£Jr50.0  credit  hours  in  Category  2A  of  the  American  Osteopathic  Association. 

foA^'r;rNrticipwting  jn  continuing  medical  education  programs  sponsored  by  Allegheny  University  are  expected  to  disclose  to  the  audience  any  real  or 
flict(s)  of  interest  related  to  the  content  of  their  presentation. 

‘'Register  by  July  1,  1997  to  take  advantage  of  the  $125.00  “earlybird”  discount. 

Call  215-762-8264  for  information  or  a brochure. 


INDEX  TO  ADVERTISERS 
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INFORMATION  FOR 
ADVERTISERS 

The  Delaware  Medical  Journal  is  a monthly 
publication  of  the  Medical  Society  of  Delaware. 
The  Journal  reaches  approximately  75  percent 
of  the  state's  physicians,  as  well  as  medical 
libraries,  and  hospitals;  its  circulation  is  ap- 
proximately 1,630. 

Full-,  half-  and  quarter-page  advertisements 
are  accepted.  Half-  and  quarter-page  ads  may  be 
either  vertical  or  horizontal.  The  Journal  can 
provide  such  services  as  four-color  or  matched 
color  ads;  camera  work  (halftones,  line  shots); 
and  typesetting. 

Closing  for  space  reservations  is  the  first  of  the 
month,  two  months  prior  to  publication.  Closing 
for  materials  is  the  first  of  the  month,  one  month 
prior  to  publication. 

All  advertisements  are  subject  to  approval  by 
the  Publications  Committee  of  the  Medical  Soci- 
ety of  Delaware. 

For  a media  kit  or  for  more  information,  call 
Kristine  Riccardino  at  302/658-7596  or  800/348- 
6800  (Kent  or  Sussex  Counties). 


The  Delaware  State  Police  present  the 

Otizcn’s  I'olicc  Academy 


This  exciting  nine  session  program  is 
available  to  anyone.  Whether  you  are 
considering  a career  in  law  enforcement,  or 
are  just  curious  about  why  things  are  done  the 
way  they  are  done,  this  informational  program  is  for  you. 


The  Citizen’s  I'olicc  Academy  walks  participants  through 
the  many  aspects  of  law  enforcement,  from  crime  prevention 
to  criminal  investigation.  Each  session  concludes  with  a 
period  of  questions  and  answers  about  the  issues  covered  or 
those  items  of  importance  to  you. 

Session  topics  range  from  Drug  Abuse  and  Gang  Resistance 
Education  to  K-9  demonstrations  and  Patrol  Officer  "ride-a- 
longs".  The  Citizen’s  Police  Academy  begins  on  April  2 
and  space  is  limited.  If  you  are  interested  in  participating,  or 
would  like  more  information,  please  contact  Lieutenant 
Timothy  Winstead  at  (302)  739-2852. 
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The  Optimum 
Referral  Option 


The  Arbors  at  New  Castle 
Subacute  and  Rehabilitation 
Center  is  a 120-bed  Center 
specializing  in  providing  the 
area's  finest  subacute, 
rehabilitation  and  basic 
healthcare  services. 

In  today's  cost  conscious 
environment,  healthcare 
providers  are  increasingly 
being  asked  to  produce 
optimal  medical  results  at 


minimal  costs.  That's 
precisely  what  the  Arbors 
at  New  Castle  is  designed, 
staffed  and  equipped  to  do. 

When  combined  with 
our  physician-driven 
interdisciplinary  team 
approach  to  delivering 
care,  our  subacute  care  helps 
high  acuity  patients  recover 
quickly,  at  costs  that  are 
30-60%  less  than  comparable 
care  in  an  acute  care  setting. 


In  addition  to  our  basic 
healthcare  services,  we 
provide  care  through 
specialized  subacute 
programs  in  the  areas  of: 

▲ Respiratory 

▲ Medical  Rehabilitation 

▲ Digestive  Diseases 
A Cardiac  Recovery 
A Infusion  Therapy 
A Wound  Care 


For  more  information 
and  a copy  of  our  video 
call  328-2580. 


rfti 


ARBOR 

ARBORS  AT  NEW  CASTLE 

Subacute  and  Rehabilitation  Center 
32  Buena  Vista  Drive 
New  Castle,  DE  19720 

(302)  328-2580 


Investments  • Trusts  • Banking  Services 


PNC  Private  Bank  is  a service  mark  of  PNC  Bank  Corp.  Banking  and  trust  services  are  provided  by  PNC  Bank,  Delaware,  member  FDIC.  Brokerage 
services  are  offered  through  PNC  Brokerage  Corp,  a registered  broker-dealer  and  member  SIPC.  PNC  Brokerage  Corp  is  a subsidiary  ol  PNC  Bank,  N.A. 

PNC  Bank  is  not  a broker-dealer. 


You  have  banking  and  investment  needs. 


Row  1:  (1-r):  Carol  Timm,  Shirley  Thomure,  Tom  Cooney,  Dianne  Webb,  Nancy  Dillon,  David  Crouse.  Row  2:  Angel  McManus,  Gail  Teoli,  Tom  Guido, 
Stephaniejohnson,  Manager,  Bryan  Mitchell,  Manager,  Sharon  Benini.Joan  Wood. 

We  have  your  banking  and  investment  answers. 


They’re  PNC  Private  Bank  Account  Managers. 
Which  means  they  have  the  knowledge  you’re 
looking  for.  And  the  financial  tools  you  need.  Like 
the  PNC  Private  Bank  Personal  Asset  Management 
Account.  It’s  a single,  integrated  account  that  gives 
you  a complete  package  of  banking  benefits,  choice 
of  investment  services,  and  the  individual  attention 
of  your  own  account  manager.  You  have  instant 
access  to  the  cash  you  need  through  unlimited 
check  wiiting,  worldwide  ATM  access,  and  VISA® 
Check  Card.  Plus,  you  can  choose  your  preferred 


money  market  account  for  direct  deposit  of 
dividends,  interest  from  your  investments,  and  use 
the  option  of  automatic  funds  transfer.  Your  money 
is  always  working  for  you.  And  to  make  it  even  easier, 
you’ll  receive  one  combined  monthly  statement 
to  track  your  earnings,  including  tax  cost  and 
unrealized  gains  and  losses.  This  consolidated 
package  of  services  is  available  at  one  place. 
PNC  Private  Bank.  So  call  us  today  at  302-429-2828. 
The  sooner  you  do,  the  sooner  we  can  deliver  the 
answers  you’re  looking  for. 


PNC  PRIVATE  BANK 
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Community  Imaging  Center 
At  Limestone  Meets 
All  Your  Medical  Imaging  Needs. 


Limestone  Medical  Center 

1941  Limestone  Road,  Suite  214 

Wilmington,  DE  19808 

Telephone:  (302)  892-6200 

Fax:  (302)  892-6206 

Internet:  www.communitymed.com 


David  S.  Grubbs,  M.D.,  FACC,  FACP 
Medical  Director 

Frank  DiGregorio,  CNMT,  RDMS 
Director  of  Diagnostic  Imaging 


Community  Imaging  Center  Offers: 

_ 

. c % 

Therapy 

Pelvic 

Gastrointestinal  (GI)  Bleed  Scan 

1-131  Thyroid  Ablation 

Retroperitoneal 

Gated  Blood  Pool  (MUGA)  Scan 

Strontium/Bone  Metastases 

Testicular 

Hepatobilary  (HIDA)  Scan 

Thyroid 

Liver  and  Spleen  Scan 

Cardiology 

Cardiovascular  Stress  Test 

Transvaginal 

Lung  Scan 
Meckel’s  Scan 

2-D  Echocardiogram 

Vascular  Ultrasound 

SPECT  Myocardial  Perfusion  Scan 

ECG 

Arterial  Duplex  Scan 

(Cardiolite  or  Thallium) 

Bolter  Monitor 

Carotid  Duplex 

Parathyroid  Scan 

Loop  Monitor 
Signal  Averaged  ECG 

Venous  Duplex  Scan 

Renal  Scan 
Testicular  Scan 

Nuclear  Medicine 

Thyroid  Carcinoma  Metastases 

Ultrasound 

Abcess  Localization 

Imaging 

Abdominal 

Brain  Scan 

Thyroid  Scan 

Breast 

Bone  Scan 

Tumor  Localization 

Extremity 

First  Pass 

Offering  imaging  with: 

Obstetrical 

Gastric  Emptying  Scan 

Cardiolite  impse&ssbs? 

Prompt,  courteous  service  • 

Test  results  available  in  24  hours  or  less  • 

All  positive  tests  called  and  faxed 

There’s  a Community  Medical  Center  Near  You: 

Silverside  Medical  Center 


2700  Silverside  Road 
Wilmington  (302)  478-1100 
Medical  Aid  Unit 
Laboratory 
X-Ray 


Limestone  Medical  Center 


1941  Limestone  Road 
Wilmington  (302)  992-0500 
Medical  Aid  Unit 
Laboratory 
X-Ray 

Ambulatory  Surgery 
Community  Imaging  Center 
Nuclear  Medicine 
Ultrasound 
Cardiology 
Therapy 


figfommunity 
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A division  of  Community  Medical  Care,  Inc. 


Serving  and  managing  the  outpatient  needs  of  the  community 
with  quality,  affordable  medical  care  since  1978 


ty  Jmaging  (enter 

a division  of  Community  Medical  Care,  Inc. 


ARE  YOUR  FEMALE  PATIENTS  GETTING  THE  BEST 
POSSIBLE  MYOCARDIAL  PERFUSION  TESTS? 
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Conclusions:  Thallium-201  and  Tc-99m  Sestamibi  myocardial  perfusion  scintigraphic  studies  have 
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significantly  higher  than  that  of  Tl-201 . This  specificity  is  further  enhanced  by  the  use  of  ECG-Gated 
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Community  Imaging  Center  is  the  only  lab  in  Wilmington  that  routinely 
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remain  sincerely  (...)”. 

• Prompt,  courteous  service  • Test  results  available  in  24  hours  or  less  • All  positive  tests  called  and  faxed 

We  participate  with  virtually  all  insurance  carriers 
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CHECK  UP  IS 
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INSURANCE 
CHECK  UP. 


When  a patient  tells  you,  “I  can’t  take  the  time  for  a check  up,”  your  response 
usually  goes  something  like,  “You  have  to  make  time  for  your  own  health.” 
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money)  by  handling  all  your  insurance  needs . . . professional  and  personal. 
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Call  MSDIS/PLI/ZUTZ  at  658-8000  today, 

An  insurance  check  up  today  could  prevent  a major  financial  crisis  tomorrow. 


Advanced  CT  Imaging 
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Omega  Imaging  Center,  Pike  Imaging  Center 
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convenience,  patients  can  be  scheduled  same  day  with  wet  reading  faxed  immediately. 


Diagnostic  Imaging  Associates  accepts  virtually  all  HMO,  PPO  and 
Fee  For  Service  health  insurance  plans  including; 

Principal,  US  Healthcare  and  all  Blue  Cross  Blue  Shield  programs 
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Our  full  range  of  out-patient  imaging  services  include: 

• High-Field  MRI  • New  spiral  CT  scanning  • Ultrasound  including  Color  Doppler 
• Fluoroscopy  • Mammography  • Nuclear  Medicine  and  General  X-ray 


For  information  and  the  office  nearest  you,  please  call  302-425-4DIA. 
“At  DIA  we  strive  to  be  the  best  not  the  biggest” 
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Performance  Physical  Therapy 
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Recovery  at  home 
just  got  a little  easier. 


Home  Medical  Equipment  is 

often  an  essential  component 
in  a patient’s  plan  of  care  — 
especially  home  care.  What  could  be 
more  natural  than  Home  Medical 
Equipment  from  the  Visiting  Nurse 
Association? 

We  have  combined  the  quality, 
efficiency,  and  cost-effectiveness  of 
VNA  home  healthcare  services  with 
Home  Medical  Equipment.  Now 
with  one  phone  call,  you  can  bring 
complete  home  healthcare  to  your 
patients. 

Statewide  and  regional  free 
delivery,  professional,  guaranteed  four- 
hour  delivery,  and  contracts  with  most 
healthcare  plans. 

Call  1-888-VNA-0001. 


VNA. 


IdelawareI 


Visiting  Nurse 
Association 
of  Delaware 


75  Years  of  Caring 


SPIRAL  CT  is  now  available  at 
Christiana  Imaging  Center. 


This  state-of-the-art  unit  offers 
several  advantages  to  patients 
and  physicians: 

■ Reduced  scan  time 

■ Increased  image  clarity 
and  detail 

■ Single  breath-hold  scans 
of  the  abdomen  and  chest 


We  also  offer  three-dimensional 
reconstruction  and  surface  rendering. 
This  is  particularly  valuable  where 
anatomical  detail  is  important  such 
as  orthopedics  or  facial  trauma  cases. 
This  is  part  of  our  commitment  to 
providing  you  and  your  patients 
with  the  highest  quality  imaging 
care  available. 


Evening  appointments  until  8 p.m.  are  available. 

If  you  would  like  to  know  more  about  the  spiral  CT  scanner,  call  731-9800. 
Centralized  scheduling  731-9860. 

Professional  services  by  X-Ray  Associates. 
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"To  everything  there  is  a season,  and  a time  to 
every  purpose  under  heaven;  ....  a time  to  break 
down,  and  a time  to  build  up;  ....  a time  to  keep 
silence,  and  a time  to  speak."  Ecclesiastes  3:1, 
3:3,  3:7 

It  may  have  seemed  to  some  that  the  messages  that 
I presented  here  on  this  page  last  month  were 
inflammatory.  Perhaps  they  were;  but  this  is  not  to 
say  they  were  inappropriate.  The  season  for  more 
ardent  confrontation  in  the  arena  of  health  care 
policy  is  upon  us;  the  season  for  silence  is  long 
gone.  We  are  in  the  middle  rounds  of  this  fight 
and  this  is  no  time  to  be  pulling  punches. 

I can't  help  but  feel  sometimes,  right  or  wrong,  that 
organized  medicine  spent  many  years  in  a "rope- 
a-dope"  mode.  For  those  of  you  who  are  not 
familiar  with  this  term,  it  was  coined  by 
Muhammed  Ali  to  describe  the,  I think,  ill-advised 
fighting  technique  of  laying  back  on  the  ropes, 
allowing  opponents  to  mercilessly  beat  him  while 
he  made  no  offensive  efforts  whatsoever,  and,  in 
fact,  minimized  even  his  defensive  efforts.  This 
strategy,  purportedly,  was  to  allow  opponents  to 
wear  themselves  down  while  he  conserved  energy 
for  the  late  rounds.  I think  in  truth  he  often  took 
this  route  because  he  had  not  been  willing  to 
adequately  prepare  for  the  fight,  In  any  case, 
although  he  usually  won  these  fights,  by  the  time 
the  late  rounds  arrived  he  often  found  himself  in 
desperate  situations  wherein  the  goal  had  shifted 
from  winning  fo  merely  surviving.  He  may  have 
survived  these  individual  battles,  but  at  what  cost? 
He  is  no  longer  vital.  He  is,  seemingly,  barely 
functional. 


In  the  fight  over  control  of  health  care  delivery,  we 
should  not  allow  our  profession  to  be  backed  into 
a position  of  late-round  desperation  wherein  the 
goal  becomes  mere  survival;  for  mere  survival 
should  not  be  our  goal.  We  should  be  aiming  for 
a system  with  long-term  vitality.  We  will  not  get  this 
through  defensive  posturing  and  pensive  actions. 
No,  we  should  not  be  pulling  punches.  Nor  should 
we  be  making  apologies  for  our  actions.  We 
should  be  explaining  our  actions  and  seeing  to  it 
that  these  explanations  reach  our  patients,  in  order 
that  they  understand  our  motivations.  When  these 
motivations  are  understood,  there  will  be  no  need 
for  apologies;  our  patients  will  become  our  allies 
in  this  fight,  for  they  too  would  very  much  like  to 
return  to  a point  where  medical  decisions  are 
made  by  patients  and  doctors  - not  by  third  parties 
whose  sole  motivation  is  cost  containment. 

In  our  present  system,  there  is  often  very  little  room 
for  choice.  Many  patients  cannot  freely  choose 
their  physician,  cannot  freely  choose  the  institution 
where  their  care  will  be  provided,  and  cannot 
freely  choose  to  see  a specialist  (even  if  they  have 
medical  conditions  which  are  essentially  limited  to 
the  confines  of  one  specialty  field  or  which  could 
be  handled  most  efficiently  by  a specialist). 
Physicians,  on  the  other  hand,  often  cannot  freely 
choose  between  treatment  options  for  their 
patients  and  cannot  freely  select  providers  for 
ancillary  services  for  their  patients,  even  when 
there  are  concerns  about  the  quality  of  the  services 
provided.  This  would  be  all  well-and-good  if  these 
limitations  were  imposed  based  upon  data  aimed 
at  better  outcomes  with  the  goal  being  to  reach 
these  better  outcomes  in  the  most  cost-effective 
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manner.  However,  these  limitations  are  presently 
imposed  with  the  singular  goal  of  reducing  costs. 

We  must  change  this.  We  must  take  charge  of  the 
situation.  Governing  the  delivery  of  health  care  is 
a part  of  our  professional  responsibility.  Choosing 
not  to  make  the  effort  would  be  tantamount  to 
desertion  - desertion  of  our  patients  and  desertion 
of  our  hallowed  profession.  So,  you  ask,  how  can 
we  take  charge  of  the  situation?  We  can 
accomplish  this  largely  through  cooperative 
physician  controlled  networks  structured  in 


accordance  with  the  guidelines  suggested  by  our 
subsidiary,  Med-Net. 

In  closing,  I will  quote  from  an  Eagle's  song  from 
the  1 970's:  "So  often  times  it  happens  that  we  live 
our  lives  in  chains,  and  we  never  even  know  we 
have  the  key." 


Until  next  time, 


Paul  E.  Howard,  M.D. 


It  s not  often 

V.  ;| 

other  kids  are 


that 


mm 


jealous  of 


*I5f 


a kid  in  a 


e e lchair . 

s li  ■ 


For  Brandon  Stein,  who  has  cerebral  palsy,  the  benefits  of  the  Easter  Seals  therapeutic  horseback 
riding  program  go  far  beyond  muscle  stretching  and  control.  He’s  gained  freedom.  Mobility.  And 
the  chance  to  do  something  other  kids  envy.  Thanks  to  people  like  you,  Brandon  and  others  with 
disabilities  have  access  to  therapy,  support  and  other  services  that  help  them  live  life  with 
independence,  dignity,  equality  and  hope.  Support  Easter  Seals.  Give  ability  a chance. 
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SPECIAL  REPORT  FROM  THE  DEPARTMENT  OF  HEALTH  AND  HUMAN  SERVICES 


Marijuana  - Controlled  Substance? 

The  following  is  a letter  from  the  Department  of  Health  and  Human  Services , dated  February  27,  1 997,  and  penned  by: 
Jo  Ivey  Boufford,  M.D.,  Acting  Assistant  Secretary  for  Health,  Department  of  Health  and  Human  Services,  and 
Mark  M.  Richard,  Esq.,  Acting  Assistant  Attorney  General,  Criminal  Division,  Department  of  Justice 


DearMedical  Leader: 

On  December30,  1 996,  Barry  R.  McCaffrey,  Direc- 
tor of  the  Office  of  National  Drug  Control  Policy,  At- 
torney General  Janet  Reno,  and  Donna  E.  Shalala, 
Secretary  of  the  Department  of  Health  and  Human 
Services  (HHS),  announced  the  Administration's  po- 
sition regarding  the  recent  passage  of  California 
Proposition  21  5 and  Arizona  Proposition  200. 
Among  otherthings,  they  stated  thatthe  Department 
of  Justiceand  HHSwouldfollowupwitha  lettertona- 
tional,  state,  and  local  medical  organizations  such  as 
yours  with  respect  to  the  Administration's  position. 

We  are  concerned  that  several  misperceptions  have 
developed  concerning  the  federal  government's  re- 
sponse to  the  two  Propositions.  Before  their  enact- 
ment, nothing  in  federal  law  prevented  a physician,  in 
the  context  of  a legitimate  physi  dan- patient  relation  - 
sh  ip,  from  merely  discussing  with  a patient  the  risks  and 
alleged  benefits  of  the  use  of  marijuana  to  relieve  pain 
or  alleviate  symptoms.  This  continues  to  be  true. 

Thefederal  governmentrecognizesthat  patients  look 
to  their  physicians  as  their  primary  source  of  knowl- 
edgeabouta  wide  varietyof  potential  health  hazards 
and  treatments.  Thus,  physicians  are  encouraged  to 
talk  with  patients  a bout  their  concerns  and  answer  in- 
quiries a bout  any  procedure,  treatment,  substance,  or 
device  that  may  affect  a patient's  health.  Physicians 
are  also  encouraged  to  share  their  knowledge  and 
their  professional  expertise  regarding  the  risks,  ben- 
efits, and  legality  of  any  potential  medical  treatment 
ormodality.  No  "gag  rule"  stops  physiciansfrom  en- 
gaging in  these  discussions. 


Such  discussions,  however,  have  their  limits.  Physi- 
cians may  not  intentionally  provide  their  patients  with 
oral  or  written  statements  in  orderto  enable  them  to 
obtain  controlled  substances  in  violation  of  federal 
law.  Physicians  who  do  so  risk  revocation  oftheirDEA 
prescription  authority,  criminal  prosecution,  and  ex- 
clusion from  participation  in  the  Medicare  and  Med- 
icaid programs. 

Federal  law  establishes  specific  criteria  that  every  po- 
tential medication  must  meet  before  it  can  be  sold  to 
the  public  or  prescribed  by  doctors.  For  decades,  this 
process  of  federal  drug  approval  has  protected  the 
American  public  from  dangerous  drugs  and  ineffec- 
tive treatments,  and  has  helped  provide  the  public  with 
a medical  care  system  that  is  the  envy  of  the  world.  This 
process  must  be  preserved.  What  is,  and  what  is  not, 
a drug  with  an  accepted  medical  use  should  continue 
to  be  determined  through  rigorous  scientifictesting. 

To  date,  the  scientific  testing  of  marijuana  has  not 
demonstrated  that  marijuana  is  a safe  and  effective 
drug  with  an  accepted  medical  use.  We  remain  con- 
cerned that  the  weight  of  current  scientific  evidence 
shows  that  marijuana  can  significantly  harm  the  cen- 
tral nervous,  cardiovascular,  respiratory,  and  im- 
mune systems,  and  can  limit  memory,  perception, 
judgment,  and  the  ability  to  drive  a motor  vehicle.  In 
addition,  marijuana  smoke  contains  over  400  com- 
pounds, some  of  which  are  carcinogens  and  may  be 
addictive. 

The  federal  government  is  undertaking  additional 
steps  to  analyze  carefully  the  state  of  all  a vai  la  ble  sci- 
entific knowledge  a bout  the  risks  and  alleged  benefits 
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of  marijuana  for  medicinal  purposes.  InJanuary,  the 
Office  of  National  Drug  Control  Policy  committed 
nearly  $ 1 million  to  fund  a comprehensive  review  by 
the  Institute  of  Medicine  of  the  National  Academy  of 
Sciences  of  the  existing  clinical,  medical,  and  scien- 
tific knowledge  of  the  health  effects  and  potential 
medical  use  of  smoked  marijuana.  Moreover,  on  Feb- 
ruary 1 9 and  20,  1 997,  the  National  Institutes  of 
Health  held  a two-day  workshop  at  which 
non- government  experts  in  fields  such  as  cancertreat- 
ment,  infectious  diseases,  neurology,  and  ophthal- 


mology reviewed  existing  research  about  marijuana, 
assessed  what  is  known  about  its  possible  therapeu- 
tic potential,  and  discussed  the  factors  to  betaken  into 
account  in  undertaking  clinical  research  of  mari- 
juana. If  and  when  the  re  is  adequate  scientific  evi- 
dence to  support  a reclassification  of  marijuana  un- 
derthe  Controlled  Substances  Act,  rulemaking  pro- 
ceedings could  be  used  to  change  marijuana's  cur- 
rent classification  as  a Schedule  I controlled  sub- 
stance. However,  unlessand  untilthat  occurs, current 
federal  law  remains  in  effect. 
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SCIENTIFIC  ARTICLE 


Interstitial  Cystitis: 

What  It  Is  and  How  to  Treat  It 


Dana  Serene  Ger 


CASE  STUDY: 

G.G.  is  a 32  year  old  G4  P2  who  presents  with 
a chief  complaint  of  frequency  which  has  been 
occurring  intermittently  for  the  past  six  years, 
starting  during  her  first  pregnancy.  Her  fre- 
quency is  q 1-2  hours,  she  admits  to  mild 
urgency,  nocturia  x3,  and  a six  year  history  of 
stress  incontinence  occurring  with  cough  and 
sneeze.  Patient  denies  dysuria  and  post  void 
fullness.  She  does  feel  pressure  in  the  area  of  her 
bladder,  denies  leakage  without  awareness, 
fecal  incontinence,  dribbling,  hesitancy,  and 
gross  hematuria.  Patient  admits  to  a strong 
urinary  stream.  Patient  admits  to  drinking  two 
caffeinated  beverages  per  day  and  drinking  five 
cups  of  fluid. 

Pelvic 

• Vulva:  No  lesions,  masses 

• Vagina:  No  lesions,  masses, 
admits  two  fingers,  normal  axis 

• Urethra:  no  diverticulum,  no 
rotational  descent 

• Cervix:  no  lesions,  masses 

• Fundus:  firm,  antiverted,  mobile, 
non-tender 

• Adnexa:  non-palpable 


Dana  Serene  Ger  is  currently  a fourth  year  medical 
student  at  Thomas  Jefferson  University.  She  will  be 
beginning  her  residency  in  emergency  medicine  at 
the  Medical  Center  of  Delaware  this  summer. 


Interstitial  cystitis  is  a syndrome  diagnosed  by  his- 
tory. Symptoms  include  urinary  urgency,  frequency, 
nocturia,  and  lower  abdominal,  perineal,  pelvic  or 
bladder  pain  and  discomfort,  and  dyspareunia. 
Patients  describe  the  condition  as  feeling  a bladder 
irritation.  These  symptoms  occur  in  the  absence  of 
infection  or  other  known  pathological  processes, 
such  as  carcinoma,  radiation,  or  chemical  cystitis, 
eosinophilic  and  tuberculous  cystitis,  kidney  stones, 
endometriosis,  neurological  disorders,  and  STDs, 
thus  it  is  a diagnosis  of  exclusion.  1C  is  ten  to  twelve 
times  more  common  in  women  than  in  men.  It  tends 
not  to  progress  continuously,  but  rather  reaches  its 
final  stage  for  a patient  rapidly  and  then  usually 
remains  at  a constant  level.  Many  women  note  an 
increase  in  symptoms  associated  with  menses.6-8'  11 

There  are  a number  of  hallmark  features  of  Intersti- 
tial Cystitis  which  can  be  observed  on  cystoscopy. 
These  include  glomerulations  (pin  point  hemor- 
rhages), Hunner's  ulcers  (which  are  very  rare), 
trabeculations  (from  increased  bladder  muscula- 
ture) which  are  also  found  in  other  disorders,  and 
bladder  wall  inflammation.1’ 

Two  types  of  1C  have  been  described.  Most  com- 
mon is  nonulcerative  1C,  which  usually  affects 
younger  women  who  have  a near  normal  bladder 
capacity  when  measured  under  anesthesia  (to  avoid 
termination  of  filling  secondary  to  pain).  In  this 
disorder,  glomerulations  can  be  observed  on  cysto- 
scopy. The  second  type  is  ulcerative  1C,  found  in 
middle-aged  to  older  women  with  a decreased 
bladder  capacity  when  measured  under  anesthe- 
sia. The  bladder  is  stiffened,  and  cracks,  scars,  and 
Hunner's  ulcers  may  be  observed  during 
cystoscopy.1 1 
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Many  theories  abound  regarding  the  cause  of 
interstitial  cystitis,  but  it  appears  that  the  problem 
may  be  due  to  a dysfunctional  epithelium,  creating 
an  increase  in  permeability,  thus  allowing  the 
leakage  of  urinary  solutes  across  the  transitional 
cells.  This  increase  in  permeability  may  be  due  to 
a lack  of  the  barrier  effect  of  glycosaminoglycans 
(GAGs)  on  the  mucosal  bladder  wall.  Irritating 
components  from  normal  urine  can  then  diffuse 
across  the  bladder  wall,  causing  a chronic  inflam- 
matory condition.2'6'10 

Work-up  for  diagnosis  includes  urinanalysis,  urine 
culture,  cystoscopy,  and  biopsy  of  the  bladder 
wall.11 

Medical  professionals  are  currently  employing  mul- 
tiple treatment  regimens,  perhaps  because  of  the 
uncertainty  regarding  the  etiology  of  interstitial 
cystitis.  The  most  common  initial  treatment  is 
hydrodistention  therapy,  since  cystoscopy  and  there- 
fore hydraulic  distention,  is  an  elemental  part  of  the 
1C  work-up.  For  this  procedure,  the  bladder  is  filled 
with  saline  until  the  internal  pressure  equilibrates 
with  the  pressure  of  flow  of  the  fluid.  After  allowing 
the  saline  to  sit  in  the  bladder  for  one  minute,  the 
bladder  is  emptied  and  then  refilled  with  much  less 
saline.  It  is  upon  this  second  filling  that  one  looks 
for  the  hallmark  signs  of  1C. 3,5,11 

Another  feature  that  can  aid  in  diagnosis  is  that  the 
1C  bladder  will  only  allow  a decreased  volume  of 
fluid  (<600ml)  before  it  equilibrates  at  first  disten- 
tion. About  30%  of  patients  experience  a brief 
course  of  relief  after  this  procedure,  probably  due 
to  damage  to  the  submucosal  afferent  nerve  plex- 
uses (stretch  receptors)  which  then  decreases  pain 
and  in  some  cases  increases  capacity.  Unfortu- 
nately, however,  about  an  equal  number  of  people 
experience  an  increase  in  intensity  of  symptoms.3, 

5,  1 1 

Another  therapeutic  option  is  intravesical  instilla- 
tions of  dimethyl  sulfoxide,  or  DMSO.  This 
treatment's  pharmacological  effects  include  mem- 
brane penetration,  local  analgesia,  anti-inflam- 
matory, and  dissolution  of  pathologic  deposits  of 
collagen.  The  response  to  this  treatment  is  better 
than  the  hydrodistention  therapy  in  both  the  degree 
of  improvement  and  the  length  of  improvement. 


The  drawback  is  that  DMSO  requires  multiple 
treatments.3, 1 1 

Amitriptyline  can  also  be  a beneficial  treatment 
due  to  its  H 1 - histaminergic  receptor  blocking,  mast 
cell  stabilization,  beta-adrenergic  receptor  stimu- 
lation (increasing  urine  storage  by  decreasing  ex- 
citability of  smooth  muscle  in  that  area),  analgesic 
actions,  and  anticholinergic  actions.3,  11 

Other  oral  medication  alternatives  include  Aspirin 
and  NSAIDs,  antihistamines,  Pyridium,  and 
Ditropan.  A low  acid  diet  can  be  beneficial  as  well, 
eliminating  caffeine,  alcohol,  and  high  acid  foods 
like  citrus  fruits.  Smoking  may  also  contribute  to 
symptomatology  and  therefore  quitting  smoking 
may  help.  Transcutaneous  electrical  nerve  stimula- 
tors or  TENS  units  can  also  be  used.  Surgical 
techniques  have  also  been  used,  including  dener- 
vation procedures,  bladder  substitutions  (using  in- 
testinal segments),  and  urinary  diversion  proce- 
dures.3, 11 

A more  recent  treatment  option  involves  the  oral 
dosing  of  Sodium  Pentosanpolysulfate  (PPS  or 
Elmiron).  On  March  1,  1996,  Elmiron  was  de- 
clared "approvable"  with  final  approval  expected 
in  the  near  future.  This  medication  is  a heparin 
analog.  It  has  been  shown  to  reinforce  the  GAG 
mucous  layer  and  reduce  transitional  cell  injury. 
Surprisingly,  the  mechanism  of  action  of  the  drug 
may  not  be  due  to  the  correction  of  a defect  in  the 
bladder  lining  of  1C  patients,  but  rather  may  be  due 
to  the  inhibition  of  inflammatory  processes  in  the 
bladder.  GAG  was  discovered  to  play  an  important 
role  in  the  antibacterial  defense  mechanism  of  the 
bladder.  Due  to  the  highly  hydrophilic  nature  of 
GAGs  they  impose  a barrier  between  the  transi- 
tional cell  and  the  urine.  Since  PPS  is  more  sulfated 
and  hydrophilic  than  native  polysaccharides,  it  has 
the  potential  for  greater  antiadherence  activity. 
There  may  not  be  anything  necessarily  wrong  with 
the  surface  polysaccharides  of  individuals  with  1C, 
but  the  increased  hydrophilic  nature  of  PPS  may 
have  beneficial  effects  by  decreasing  the  perme- 
ability of  the  mucosal  layer  and  thus  decreasing  the 
opportunity  for  an  inflammatory  response.  Thus 
PPS  may  act  by  substituting  a defective  GAG  layer 
or  enhancing  a normal  one  and  inhibiting  comple- 
ment reactions  in  inflammatory  processes.  1,4,7,8,10 
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In  a double-blind  study,  this  drug  was  found  to 
create  significant  improvements  subjectively  in  pain, 
urgency,  frequency,  and  nocturia.  It  is  important  to 
remember  that  this  disease  is  diagnosed  by  symp- 
toms, therefore  subjective  improvements  are  criti- 
cal. Objectively,  improvements  were  noted  in  voided 
volumes.9  PPS  was  found  to  be  significantly  more 
effective  than,  and  equally  as  safe  as,  a placebo. 
In  contrast,  another  study  concluded  that  no  statis- 
tically or  clinically  significant  effect  of  PPS  was 
found  compared  to  placebo  in  painful  bladder 
disease.4 

Significant  improvement  in  symptoms  of  1C  were 
reported  after  four  to  ten  weeks  of  therapy.2,  9 
Stable  improvements  in  1C  were  found  to  last  three 
months  after  discontinuing  Pentosan  Polysulfate 
therapy.  However,  in  order  to  maintain  improve- 
ment, therapy  must  be  continuous.9  Although  a 
significant  placebo  effect  has  been  found,  this  may 
actually  be  due  to  the  varied  course  of  the  disease 
and  its  spontaneous  fluctuating  nature. 


CONCLUSION 

In  conclusion,  interstitial  cystitis  is  a poorly  under- 
stood bladder  problem  resulting  in  frequency,  ur- 
gency, nocturia,  and  pain.  Although  the  etiology  is 
not  completely  known,  it  is  assumed  to  be  due  to  a 
decrease  in  efficacy  of  the  mucosal  barrier  of  the 
bladder  wall.  Work-up  should  include  UA,  culture, 
cystoscopy  and  biopsy  of  bladder  wall.  Diagnosis 
should  primarily  be  made  by  exclusion,  eliminating 
infection,  injury,  and  malignancy.  Treatment  mo- 
dalities include  oral  medications  such  as 
Amitriptyline,  Pyridium,  Ditropan  and  NSAIDs.  Pa- 
tients should  institute  an  acid-free  diet  and  avoid 
smoking.  Bladder  distention  may  be  therapeutic 
and  instillation  of  DMSO  can  be  beneficial.  Some 
patients  find  relief  with  electrical  nerve  stimulation. 
A new  and  promising  treatment  is  PPS  or  Elmiron 
which  acts  to  increase  the  effectiveness  of  the 
protective  GAG  coating  of  the  mucosal  bladder 
wall. 

In  order  to  allow  for  direct  access  to  the  bladder 
surface,  it  would  be  worth  investigating  intravesical 
instillation  rather  than  oral  dosing.  Enough  data  is 


currently  available  to  allow  for  the  recommenda- 
tion of  oral  Pentosan  Polysulfate  for  1C  patients 
who  have  failed  on  other  regimens. 
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Specialized  care  for  congestive  heart  disease 

PATIENTS  FROM  THE  DELAWARE  HEART  FAILURE  CENTER. 


Congestive  heart  failure  weakens  the  heart 
muscle  resulting  in  failure  of  the  heart  to  pump 
effectively  - a serious  condition  that  affects  three 
million  people  and  10%  of  everyone  over  the 
age  of  65.  If  you  suffer  from  symptoms  of  this 
disease,  here’s  some  good  news. 

Now  there’s  a program  devoted  to  the 
ongoing  care  and  treatment  of  congestive  heart 
failure.  The  Delaware  Heart  Failure  Center,  a 
cooperative  effort  of  St.  Francis  Hospital 
and  Delaware  Cardiovascular  Associates, 
takes  a team  approach  to  improving 
your  quality  of  life  with  this  disease. 

Through  the  Delaware  Heart 
Failure  Center,  you  will  experience 


a multidisciplinary,  proactive  approach  to 
managing  congestive  heart  failure.  You  will 
learn  how  to  take  care  of  your  heart  through 
diet,  exercise,  and  stress  reduction.  By  taking 
a coordinated  approach  to  treating  your 
condition,  the  better  you’re  likely  to  feel,  and 
the  less  time  you’re  likely  to  spend  in  the 
hospital.  Of  course,  should  the  need  for  hospital 
services  arise,  you  can  rely  on  St.  Francis  Hospital 
for  an  extensive  range  of  heart  services 
and  procedures. 

The  Delaware  Heart  Failure  Center. 
It’s  the  strength  and  support  you  need 
for  a healthier  heart.  For  more 
information,  call  302-479-7676. 
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D E LAWA  R E 
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Mushrooms:  Enjoying  Your  Medicine 


Errol  Ger,  M.D.  - James  A.  Angelucci  - Pam  Coleman,  Ph  D. 


The  most  famous  antibiotic  of  the  century,  penicil- 
lin, was  isolated  from  the  fungus  Penicillium  in 
1 928.  This  was  the  start  of  an  entire  generation  of 
life-saving  antibiotics.  There  are  100,000  species 
within  the  category  of  fungi,  of  which  Penicillium  is 
one,  and  there  are  38,000  species  of  mushroom.1 

Mushrooms  have  been  valued  throughout  the  world 
as  both  food  and  medicine  for  thousands  of  years. 
Mushrooms  may  be  the  perfect  food  for  staying  slim 
and  healthy.  The  fat  content  of  mushrooms  is 
extremely  low,  while  the  water  content  is  85percent 
to  95%.  Protein  concentrations  range  from  one  to 
four  percent  of  fresh  weight  and  up  to  40  percent  of 
the  amino  acids  are  essential  amino  acids.  Carbo- 
hydrates range  from  three  to  28  percent  of  fresh 
weight,  and  fiber  from  three  to  32  percent.  Fats 
usually  range  from  .2  to  .8  percent  of  fresh  weight, 
thus  weight  gain  on  a diet  rich  in  mushrooms  is 
unlikely  unless  they  are  prepared  with  copious 
amounts  of  butter  or  oil.  Vitamins,  including  thia- 
mine, riboflavin,  niacin,  biotin  and  vitamin  C are 
found.  Phosphorus,  sodium  and  potassium  levels 
are  fairly  high,  while  iron  and  calcium  are  present 
in  small  amounts. 

Because  fresh  mushrooms  vary  considerably  in 
water  content,  nutritional  profiles  are  usually  given 
on  a dry  weight  basis.  The  dry  weight  is  about  one- 
tenth  of  the  fresh  weight. 

The  nutrient  content  of  a few  edible  mushrooms  per 
1 OOg  of  dry  weight  is  given  in  the  chart  at  the  top 
of  the  following  column. 


Nutrient: 

Shiitake 

White  Button 

Oyster 

(Lentinula  edodes) 

(Agaricus  bisporus) 

(Pleurotus  ostreatus) 

Protein: 

9.6-17% 

23.9-48.3% 

10.5-30% 

Carbo- 

hydrates: 

54  - 82% 

24.5-62% 

60-81% 

Total  Fat: 

.6  - 8% 

1 .6  - 8% 

1 .7  - 2% 

Mushrooms  are  usually  sold  in  1 OOg  (3.5  oz.) 
packages.  This  constitutes  a generous  portion  for 
two  or  three  servings,  but  totals  only  about  25  to  35 
calories  or  about  10  calories  per  serving. 

Cooking  will  change  the  nutritive  values;  Vitamin  B 
and  C are  diminished  whereas  minerals  may  actu- 
ally become  more  available.  Stir  frying  or  sauteing 
will  maintain  more  nutrients  than  boiling.  Certain 
medicinal  species  are  best  well  boiled  to  release 
their  healing  properties.  Certain  immune  enhanc- 
ing minerals  such  as  zinc  are  more  accessible  after 
cooking. 


SHIITAKE  (Lentinula  edodes) 

Shiitake  mushrooms  (Lentinula  edodes)  are  grown 
locally  in  the  Kennett  Square  area.  They  have  been 
utilized  in  Japan  and  China  as  a food  and  medi- 
cine for  thousands  of  years.  They  are  currently  the 
second  most  commonly  commercially  produced 
edible  mushroom  They  are  more  flavorful  and 
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exotic  than  the  bland  Agaricus  bisporus  which  is  so 
common  in  the  supermarkets.  A vast  amount  of 
research  has  been  conducted  on  their  medicinal 
properties. 

Pharmacology 

There  is  a big  difference  in  the  approach  to  medi- 
cine taken  in  the  East  (Asia)  and  the  West  (U.S.A.). 
Traditional  methods  of  using  Shiitake,  Reishi  etc. 
involve  eating  large  amounts  of  the  whole  mush- 
room. Modern  medicine  in  the  U S. A.  emphasizes 
isolating  the  active  compounds. 

It  is  impossible  to  consider  the  pharmacology  of 
Shiitake  without  reviewing  its  two  most  important 
preparations:  Lentinula  edodes  mycelium  extract 
(LEM)  and  Lentinan.  Both  demonstrated  strong 
anti-tumor  activity  orally  and  by  injection  in  ani- 
mals and  humans.  These  substances  work  by 
enhancing  various  immune  system  functions  rather 
than  attacking  tumor  cells  and  viruses.  Most  of  the 
studies  done  were  on  laboratory  animals,  mainly 
mice,  by  either  intraperitoneal  or  intravenous  in- 
jection.2 

Shiitake  was  found  to  inhibit  the  growth  of  sarcoma 
and  Lewis  lung  carcinoma  in  mice.  In  Japan, 
Lentinan  is  often  used  to  help  support  immune 
function  in  cancer  patients  during  chemotherapy. 
Lentinan  has  been  shown  to  activate  different  im- 
mune responses  in  the  host  by  a true  immuno- 
potentiating  effect.3 

In  an  invivo  study,  rats  with  peritonitis,  receiving 
combined  Lentinan  Gentamicin  treatment,  had  a 
significantly  better  survival  rate  than  controls.4 

Antiviral  Effects 

Lentinan  has  shown  antiviral  activity  in  mice,  par- 
ticularly against  the  influenza  virus.5  LEM  may  be 
useful  in  the  treatment  of  AIDS.  It  has  been  shown 
to  inhibit  HIV  infection  of  cultured  human  T cells.6 
It  also  potentiates  the  effects  of  AZT  against  viral 
replication  in  vitro. 

Bacterial  and  Parasitic  Infections 

Lentinan  has  been  used  in  conjunction  with  anti- 
tuberculosis drugs  in  the  treatment  of  patients  with 


active  TB.  In  mouse  experiments,  it  has  proven 
effective  for  limiting  relapse  of  tuberculous  infec- 
tions.3 

Hepatoprotective  Effects 

LEM  slowed  the  growth  of  cancerous  liver  tumors  in 
rats  when  given  by  injection.  A polysaccharide 
fraction  from  Shiitake  also  demonstrated  liver  pro- 
tective action  in  animals.7 

Cardiovascular  Effects 

Eritadenine,  isolated  from  Shiitake,  has  been  shown 
to  lower  the  levels  of  cholesterol  and  lipids  in  the 
blood.  When  added  to  the  diet  of  rats,  it  caused  a 
25  percent  decrease  in  total  cholesterol  within  one 
week.  The  cholesterol  lowering  activity  of  this  sub- 
stance is  more  pronounced  in  rats  fed  a high  fat 
diet  than  those  on  a low  fat  diet.8 

A group  of  ten  young  Japanese  women  were  fed 
Shiitake  mushrooms  and  after  one  week  showed  a 
drop  in  serum  cholesterol  of  seven  percent.  An- 
other group  showed  a twelve  percent  reduction.  In 
another  study  of  Shiitake  mushrooms,  researchers 
included  butter  with  the  mushrooms  and  still  found 
a decrease  in  serum  cholesterol  of  four  percent 
after  one  week,  whereas  a control  group  fed  only 
the  butter  showed  an  increase  in  serum  cholesterol 
of  fourteen  percent.  A further  study  of  patients  over 
the  age  of  60  showed  a drop  in  serum  cholesterol 
of  nine  percent  with  eating  dried  or  fresh  Shiitake 
mushrooms.9 

In  Japan,  Lentinan  is  currently  classified  as  a drug, 
whereas  LEM  is  considered  a food  supplement.  It  is 
recommended  that  well  tried  Western  medications 
not  be  abandoned  in  favor  of  natural  products  and 
herbal  extracts,  but  there  may  be  a place  for  their 
adjuvant  use. 

Anti-cancer  Effects 

There  have  been  a number  of  human  clinical 
studies  conducted  with  Lentinan.  Improvement  was 
reported  in  gastric  cancer  and  breast  cancer  when 
Lentinan  was  used  in  conjunction  with  chemo- 
therapy, more  so  than  when  chemotherapy  alone 
was  used. 
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MAITAKE  (Grifola  frondosa) 

Hen  of  the  Woods 

Hen  of  the  Woods  has  been  cultivated  locally  at 
Kennett  Square  in  the  mushroom  houses  of  Phillip's 
Mushroom  Farms.  In  the  wild,  it  grows  in  parts  of 
the  Eastern  United  States,  as  well  as  in  Europe  and 
Asia.  Japanese  collectors  traditionally  keep  their 
hunting  grounds  secret. 

Pharmacology 

Blood  pressure  was  reduced  in  rats  without  chang- 
ing plasma  HDL  levels,  whereas  Lentinula  edodes 
(Shiitake)  lowered  blood  pressure  as  well  as  VLDL 
and  HDL  cholesterol  levels.  A hepato-protective 
effect  was  found  in  rats  fed  an  extract  of  Maitake. 

Glucose  tolerance  tests  were  conducted  on  mice 
where  the  blood  glucose  levels  were  checked  at  1 5 
and  30  minute  intervals.  In  the  Maitake  fed  group, 
the  levels  were  .64  times  and  .76  times  those  of  the 
control  group.  It  appears,  from  the  experimental 
work,  that  the  action  of  Maitake  is  on  the  metabo- 
lism of  absorbed  glucose. 

Human  clinical  studies  have  been  carried  out  on 
Maitake  in  medical  clinics  in  the  United  States  for 
patients  with  breast  and  colorectal  cancers.  From 
China,  there  are  reports  of  an  anti-cancer  effect  of 
Grifola  in  the  treatment  of  lung,  stomach  and 
hepatocellular  cancers  and  leukemia.  There  are 
also  encouraging  reports  of  the  use  of  Maitake 
extracts  in  the  treatment  of  AIDS  and  particularly 
Kaposi's  Sarcoma.  However,  these  reports  are 
early  and  no  control  studies  have  been  done. 

Maitake  mushrooms  are  delicious  and,  when  sauteed 
with  garlic  in  olive  oil,  have  a consistency  much  like 
tender  meat.  Served  with  fine  red  wine,  this  is  a 
healthful,  elegant  meal. 


CONCLUSION 

Much  medical  research  is  being  done  on  mush- 
rooms and  drug  companies  are  obviously  inter- 
ested in  their  great  potential.  Most  of  the  work  has 
been  done  on  laboratory  animals  and  human 
clinical  studies  are  few,  rarely  using  standardized 


controls.  Mushrooms  are  an  exotic  food  that  can 
be  prepared  in  many  ways  to  excite  the  palate. 
While  being  themselves  low  in  calories  and  fat, 
they  satisfy  the  most  demanding  gourmet.  Their 
medicinal  value  holds  exciting  promise  for  the 
future. 

Not  all  wild  mushrooms  are  edible.  Cultivated  and 
commercially  produced  certainly  are. 

Remember: 

There  are  old  mushroom  hunters 
And  bold  mushroom  hunters 
But  there  are  no 
Old,  bold  mushroom  hunters. 
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Squamous  Cell  Carcinoma  of  the  T rue  Vocal  Cord: 
Outcome  Following  Definitive  External  Beam 
Radiation  Therapy 

Shari  B.  Rudoler,  M.D.  and  Viroon  Donavanik,  M.D. 


In  1 995,  1 ,600  new  cases  of  laryngeal  carcinoma 
were  diagnosed  in  the  United  States.  The  most 
common  form  of  laryngeal  carcinoma  is  squamous 
cell  carcinoma  of  the  true  vocal  cord.  Glottic 
cancer  usually  presents  in  the  fifth  to  seventh 
decades  of  life  and  predominates  in  males  over 
females  in  a 5:1  ratio.  The  most  important  risk 
factor  for  the  development 
of  this  disease  is  cigarette 
smoking. 

Glottic  cancer  is  unique 
among  squamous  cell  carci- 
nomas of  the  head  and  neck, 
in  that  it  most  often  presents 
at  an  early  stage  because  of 
early  symptoms.  Due  to  lack 
of  lymphatics  in  the  vocal 
cords,  regional  lymphatic 
spread  occurs  late  in  the 
disease.  Therefore,  it  is 
highly  curable  in  its  early 
stages  with  either  surgical 
resection  or  external  beam  radiotherapy.  Because 
definitive  radiotherapy  produces  excellent  cure 
rates  and  good  voice  quality  in  over  ninety  percent 
of  patients  treated,  radiotherapy  remains  the 
mainstay  of  treatment  for  early  stage  squamous  cell 
carcinoma  of  the  true  vocal  cord. 


Between  1 987  and  1991,  45  patients  with  stage  I 
or  II  squamous  cell  carcinoma  of  the  true  vocal 
cord  were  treated  with  definitive  external  beam 
radiation  therapy  at  the  Medical  Center  of 
Delaware.  Our  patients  included  37  males  and  8 
females  with  a median  age  of  66  years  at 
diagnosis  (range,  45  - 84  years).  Thirty-five 
patients  (77%)  were  diag- 
nosed with  stage  I (T1  NO) 
disease  and  10  patients 
(22%)  with  stage  II  (T2N0) 
disease.  All  were  histologi- 
cally proven  squamous  cell 
carcinomas. 

Patients  were  treated  using 
Cobalt  60  or  4 MV  photons. 
Field  arrangement  generally 
consisted  of  opposed  later- 
als with  or  without  wedges, 
depending  upon  the  anatomy 
of  disease  extent.  Frequently, 
a boost  to  the  involved  side 
was  delivered  with  an  ipsilateral  portal.  Median 
total  dose  was  65.0  Gy  (range,  60.0  - 70.0  Gy) 
delivered  over  6 to  7 weeks  in  30  to  36  fractions. 
Fraction  size  was  consistently  2.0  Gy  with  boost 
fractions  delivered  at  1 .6  to  2.0  Gy. 


Table  1:  AJCC1  Staging  of  Early 
Glottic  Cancer 

STAGE 

TNM 

DEFINITION 

1 

T1M0M0 

Tumor  limited  to  vocal 
cord(s)with  normal 
mobility;  no  nodal  or 
distant  metastases 

II 

T2N0M0 

Tumorextendsto 
Supraglottis  and/or 
Subglottis,  and/orwith 
impaired  vocal  cord 
mobility;  no  nodal  or 
distant  metastases 

The  American  Joint  Committee  on  Cancer  staging'  is 
shown  in  Table  1 . The  results  of  definitive  external 
beam  radiation  therapy  in  the  treatment  of  stage  I and 
II  squamous  cell  carcinoma  of  the  true  glottis  at  the 
Medical  Center  of  Delaware  are  herein  reviewed. 


Follow-up  data  was  obtained  through  departmen- 
tal records  as  well  as  through  the  Oncology  Data 
Center.  Median  follow  up  time  was  5.27  years. 
Six  recurrences  were  documented  among  the  45 
treated  patients,  for  a recurrence  rate  of  1 3%.  Two 
of  the  patients  who  developed  recurrent  disease 
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had  original  stage  II  disease  and  four  patients  had 
stage  I disease. 

Five  patients  recurred  locally  at  a median  time  to 
recurrence  of  seven  months  (range  3.7  - 35.0 
months).  Three  patients  were  salvaged  with  total 
laryngectomy.  Of  the  three  patients  who 
underwent  salvage  laryngectomy,  two  were  alive 
with  no  evidence  of  disease  at  last  follow-up  and 
one  died  of  other  causes.  The  remaining  two 
patients  with  local  recurrence  did  not  undergo  any 
salvage  treatment  and  both  died  of  disease  at  7.3 
and’  10.9  months,  respectively.  One  additional 
patient  developed  regional  recurrence  in  the 
supraclavicular  nodes  and  simultaneously  failed 
distantly  in  the  bone  as 
well,  four  years  and  one 
month  after  the  start  of 
radiotherapy.  This  pa- 
tient was  treated  with 
multi-agent  chemo- 
therapy, but  died  of  his 
disease  shortly  after  he 
was  diagnosed  with 
distant  metastases.  No- 
tably, this  same  patient 
had  undergone  total 
laryngectomy  for  laryn- 
geal necrosis  four  years 
prior  to  his  regional  and 
distant  recurrence,  and  the  laryngectomy  speci- 
men showed  no  evidence  of  malignancy  at  that 
time. 

Therefore,  with  a median  follow-up  time  of  five 
years,  the  crude  local-regional  control  rate  was 
89%  for  stage  T1  and  80%  for  stage  T2  true  glottic 
cancers.  The  treatment  records  of  the  four  stage  I 
patients  with  documented  local  recurrence  were 
reviewed  in  detail  to  identify  the  possible  causes  of 
failure.  One  patient  was  initially  understaged  (T1 
instead  of  T2),  and  therefore  probably  received 
inadequate  coverage  of  the  extent  of  disease. 
One  patient,  who  had  disease  at  the  anterior 
commisure,  received  an  inadequate  dose  to  that 
portion  of  the  cords.  One  patient's  treatment  was 
discontinued  prematurely,  so  that  the  total  dose 
delivered  was  12.5%  lower  than  intended.  The 
final  stage  I patient  with  local  recurrence  had  no 
identifiable  inadequacy  in  treatment  received,  and 


no  obvious  reason  for  failure. 

Of  the  24  patients  who  were  dead  at  last  follow- 
up, only  three  of  these  patients  died  as  a direct 
result  of  their  glottic  cancer.  Sever)  patients  (1  5%) 
died  of  a second  malignant  neoplasm. 

Our  results  compare  favorably  with  the  published 
results  of  the  major  head  and  neck  centers  in  the 

United  States,  as  shown  in  Table  2.  Overall 

survival  does  not  reflect  cure  rate  from  this  cancer, 
due  to  the  high  rate  of  intercurrent  disease  and  the 
development  of  fatal  second  malignant  neo- 
plasms. Multiple  metachronous  primaries  within 
the  upper  aerodigestive  tract  is  very  common  and 

is  most  likely  related  to 
"field  cancerization"  in 
patients  with  exposure 
to  tobacco  and  alcohol. 
Complications  of  the 
treatment  were  infre- 
quently reported,  with 
the  notable  exception 
of  one  patient  who 
required  total  laryn- 
gectomy for  laryngeal 
necrosis  in  the  absence 
of  recurrent  disease. 
Good  voice  quality  can 
be  achieved  following 
definitive  treatment  with  radiation  therapy  in  90  to 
95%  of  patients.  Therefore,  given  the  excellent 
outcome  with  few  complications  and  larynx 
preservation  with  good  voice  quality,  radiotherapy 
continues  to  be  an  excellent  definitive  therapy  for 
squamous  cell  carcinoma  of  the  true  glottis. 
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Table  2:  Comparison  of  Results  of  Definitive 
External  Beam  Radiation  Therapy  for  Early 
Stage  Squamous  Cell  Carcinoma  of  the  True 
Glottis 

INSTITUTION  5 YEAR  LOCAL  CONTROL 


T1 

T2 

University  of  Florida2 

93% 

75% 

Massachusetts  General  Hospital3 

90% 

69% 

M.D.  Anderson  CancerCenter4 

89% 

74% 

Medical  Center  of  Delaware 

89% 

80% 
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Reports  from  the  Delaware 
Division  of  Public  Health 


FOOD  MICROBIOLOGY 

Diane  Hindman 

Clinical  Microbiology  Supervisor 


The  Delaware  Public  Health  Laboratory  functions 
as  the  main  reference  laboratory  for  State  Epidemi- 
ologists and  Sanitarians  when  incidents  or  out- 
breaks of  suspected  food-borne  illness  are  under 
investigation.  We  serve  a dual  purpose  in  examin- 
ing specimens  from  patients  who  may  be  involved, 
as  well  as  culturing  the  suspected  food  itself  for 
specified  pathogens. 

In  most  cases,  the  State  Epidemiologists  begin  the 
process  by  investigating  a reported  incident  or 
outbreak.  This  involves  interviewing  people  in- 
volved, taking  histories,  and  determining  the  most 
likely  possible  causes  (i.e.  which  foods  may  have 
been  involved,  and  which  pathogens  would  be 
likely  candidates).  State  Sanitarians  usually  collect 
the  required  specimens  (patient  and/or  food)  and 
deliver  them  to  the  Laboratory.  Communication 
between  all  areas  is  critical. 

The  processing  of  food  for  culture  is  actually  quite 
different  than  processing  patient  specimens.  De- 
pending on  the  pathogens  suspected,  special  dif- 
ferential, selective  and  enrichment  medias  must  be 
prepared  and  quality  controlled.  Ageneral  "screen" 
for  all  possibilities  is  not  readily  available.  Food 
specimens  are  first  blended  in  a 1:10  dilution  in  the 
appropriate  broth  media.  All  components  of  a food 
must  be  tested  separately,  e.g.  each  layer  of  a 
turkey  club  sandwich  would  be  analyzed,  including 


the  mayonnaise!  For  packaged  products,  an  un- 
opened sample  of  food  is  requested  along  with  the 
test  specimen.  We  use  a FDA  reference  text  called 
"BAM",  the  Bacteriological  Analytical  Manual , for 
all  of  our  procedures  for  the  detection  of  patho- 
gens such  as  Staph,  aureus,  Bacillus  cereus,  E.coli 
0157,  Salmonella,  Shigella,  Listeria,  Vibrios,  etc. 
Each  organism  has  a completely  separate  proce- 
dure in  order  to  assure  it's  enrichment  and/or 
isolation  from  foods  which  may  also  contain  a wide 
variety  of  nonpathogens  as  mixed  flora.  For  ex- 
ample, specific  requests  for  Salmonella  require 
blending  in  lactose  broth,  then  subculturing  into 
Selenite  broth  and  plated  selective  medias,  i.e.  HE, 
XLD.  If  Listeria  is  requested,  a different  enrichment 
broth  and  specialized  plated  media  for  detection  of 
Listeria  is  required.  Vibrio  requests  are  VERY  in- 
volved, and  require  blending,  incubation  at  42 
degrees  for  six  hours,  then  making  serial  dilutions 
from  the  undisturbed,  floating  pellicle  on  top  of  the 
original  suspension,  then  plating  on  TCBS  agar. 

Just  like  in  the  regular  Bacteriology  Laboratory, 
we're  required  to  demonstrate  our  competence 
through  Proficiency  Testing.  Twice  each  year  we 
receive  samples  of  "mashed  potatoes"  from  the 
FDA,  that  we  test  for  a variety  of  food  pathogens. 
This  has  provided  us  with  ongoing  practice  in 
isolating  organisms  not  seen  very  often,  but  which 
could  present  as  a food  outbreak  at  any  time. 
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VIROLOGY  LABORATORY:  UPDATES  AND  REMINDERS 

Jong-Ho  Jean,  Ph.D. 

Virologist 


HIV-1  ANTIBODY  TESTING 

Urine  For  Detecting  HIV-1  Antibody: 

In  early  August,  1996,  the  FDA  approved  the  first 
test  using  urine  specimens  to  detect  the  antibodies 
to  HIV-1.  The  test  is  named  the  Sentinel  HIV-1 
Urine  EIA  test. 

There  are  advantages  to  using  urine  specimens 
compared  with  the  use  of  blood.  Urine  can  be 
collected  by  a non-invasive  procedure,  and  the 
use  of  urine  eliminates  the  risk  of  accidental 
needle  stick  exposure  to  blood  borne  pathogens 
during  the  collection  of  specimens.  However,  the 
testing  of  urine  specimens  reduces  sensitivity  and 
specificity,  thus  the  urine  test  is  not  intended  for  the 
screening  of  blood  donors  and  there  is  the  need 
also  for  follow-up  testing  with  a blood  specimen 
when  subjects  have  repeatedly  reactive  EIA  results 
using  urine  specimens. 

Optional  Verification  Test  for  the  First 
Time  Positive  Patients: 

Reminder:  It  was  recommended  at  the  Fourth 

National  Conference  on  Testing  for  Human 
Retroviruses  held  in  Kansas  City,  Missouri,  in 
March,  1 989,  that  "In  the  case  of  a positive  test, 
the  physician  should  be  requested  to  submit  a 
freshly  drawn  specimen  for  verification  testing." 


HANTAVIRUS  - UNEXPLAINED 
RESPIRATORY  ILLNESS 

The  CDC  has  revised  and  simplified  forms 
required  for  submission  of  specimens  for 
diagnosis  of  hantavirus  pulmonary  syndrome. 

Please  contact  the  Virology  section  if  you  need  new 
forms  and/or  have  any  questions  regarding  the 
services  on  the  potential  case  patient. 


DELAWARE  PUBLIC  HEALTH  LABORATORY 
CLINICAL  MICROBIOLOGY 
POSITIVE  SPECIMENS 


DATE 

SALM/SHIG 

GC/PPNG 

STSfTRUST) 

CHLAMYDIA 

TB 

NTM 

08/96 

25/4 

76/3 

70 

85 

0 

7 

09/9  6 

19/0 

75/3 

60 

104 

0 

7 

10/96 

28/3 

71/3 

92 

81 

2 

12 

TOTAL: 

72/7 

222/9 

222 

270 

2 

26 

Rehabilitation  Consultants,  Inc. 


Two  convenient  locations 
Call  302/478-5240  or  302/655-5877 

Silverside  Road  Office  Baynard  Blvd.  Office 

Suite  105  Springer  Bldg.  2100  Baynard  Blvd. 

Concord  Plaza  Wilmington 

3411  Silverside  Road 


Physical  Therapy  • Occupational  Therapy 
• Speech  Therapy 

Comprehensive  Rehabilitation  • Work 
Tolerance  Testing,  Work  Hardening  for  Injured 
Workers  • Family  Sports  Medicine  • Fitness 
Programs  • Hydrotherapy  • Nutritional 
Counseling 

Approved  by  Medicare,  most  Managed  Care,  HMO, 
and  Major  Insurance  Plans 


Serving  the  Greater  Wilmington  Area  Since  1970 
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Confidentiality  and  Control 

E.  Wayne  Martz,  M.D. 


In  a tradition  going  back  thousands  of  years  there 
have  been  three  professions,  clergy,  law  and  medi- 
cine, and  the  definition  that  distinguished  them 
from  other  occupations  was  that  they  put  the  wel- 
fare of  their  clients  ahead  of  their  own.  There  is 
another  distinction  commonly  associated  with  these 
three,  namely  that  communication  is  privileged  by 
law  and  confidential  between  them  and  their  pa- 
rishioners / clients  / patients.  I believe  this  is  be- 
cause the  professionals  are  striving  to  save  the 
person's  soul/ property / life,  and  unless  the  person 
tells  the  whole  truth  it  may  be  very  difficult  to  do  so. 
We  have  gone  along  with  those  old  concepts  of 
confidentiality  for  centuries,  but  times  are  chang- 
ing. For  the  past  200  years,  medical  confidences 
have  typically  given  way  for  the  common  good,  as 
in  the  reporting  of  tuberculosis  and  other  commu- 
nicable diseases.  Today  a host  of  parties  have 
access  to  medical  records  under  varying  circum- 
stances, including  insurers,  employers,  health  de- 
partments, the  military,  plaintiff's  attorneys,  work- 
ers compensation,  and  now  managed  care  organi- 
zations, to  say  nothing  of  the  doctor's  office  staff. 

I recall  one  woman  who  refused  to  be  treated  by  the 
physician  she  worked  for  because  she  knew  all  her 
co-workers  would  read  her  chart. 

Now  everyone  wants,  to  get  on  the  confidentiality 
bandwagon.  Three  current  anomalous  ones  come 
to  mind.  One  is  HIV,  which  even  the  patient's 
doctor  is  not  supposed  to  ask  about.  It  certainly  can 
be  a hazard  to  the  public,  depending  on  the 
individual's  behavior,  but  in  this  case  personal 
privacy  takes  precedence.  The  scariest  part  is  that 
the  Gay  and  Lesbian  Coalition  has  enough  politi- 
cal clout  to  make  that  stick  in  defiance  of  tradition 


and  logic.  A second  is  the  press  which  argues 
vehemently  that  protection  of  sources  of  informa- 
tion is  essential  and  is  covered  under  the  first 
amendment  as  free  speech.  They,  who  are  prob- 
ably the  biggest  abrogators  of  the  privacy  of  others, 
don't  seem  to  understand  why  anyone  else  should 
be  entitled  to  confidentiality,  and  are  the  ones  who 
scream  the  loudest  when  their  own  ox  is  being 
gored.  The  third  anomaly  was  pointed  up  with  an 
article  in  a recent  Sunday  News  Journal  seemingly 
favoring  a loss  of  confidentiality  for  hospital 
peer-review  committees.  As  written,  it  first  ap- 
peared to  favor  loss  of  confidentiality  for  the  medi- 
cal record  itself,  but  that  was  not  the  case.  It 
concerned  the  minutes  or  records  of  committee 
meetings,  a privacy  right  brought  about  by  fairly 
recent  legislation,  not  by  long  tradition.  That  only 
makes  the  question  more  complex. 

The  medical  profession  has  developed  amazing 
capability  for  prolonging  life  and  health,  but  for 
very  sick  patients  with  multiple  illnesses  this  has 
become  so  rigorously  complex  and  technical  that 
we  are  talking  of  a chain  with  zero  defects.  This 
does  not  necessarily  apply  to  every  day  illnesses, 
but  when  the  patient  first  walks  into  your  office,  how 
do  you  know  if  this  is  one  of  the  simple  ones  or  a 
complex  one.  The  only  persons  really  qualified  to 
tell  whether  the  care  provided  is  first  rate  are  the 
physicians  themselves.  A consensus  of  physicians 
has  sometimes  been  wrong  in  the  past  (e.g.  blood 
letting  as  treatment  for  George  Washington),  but  it 
is  the  best  guide  we  have.  So  there  has  evolved  a 
three  layered  system  to  protect  the  public  from 
improper  or  dangerous  care.  First  are  the  courts  for 
isolated  incidents,  second,  the  Board  of  Medical 
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Practice  (BMP)  tor  dangerous  PATTERNS  of  care, 
and  third  the  Peer  Review  (PR)  system  for  both 
incidents  and  patterns,  but  especially  for  incipient 
or  insidious,  subtle  or  less  dangerous  breaches  of 
what  is  considered  best  care.  Each  system  has  its 
strengths  and  weaknesses,  but  with  all  of  them 
functioning  in  good  balance  they  are  reasonably 
effective.  Changes  in  any  one  effect  the  other  two, 
as  the  balance  shifts.  For  example,  if  people  can- 
not get  satisfaction  from  BMP  or  PR,  they  look  for 
a lawyer.  Likewise  too  many  suits  triggers  an  inves- 
tigation by  BMP.  Corrective  action  applied  by  PR 
makes  the  other  two  unnecessary. 

What  is  corrective  action?  If  it  is  lack  of  knowledge, 
that  is  fairly  easy.  Take  a course  and  monitor 
practice  records.  Bad  behavior,  on  the  other  hand 
is  very  difficult  to  change,  as  everyone  who  has 
tried  to  change  his  own  behavior  knows,  but  it  is 
either  change  or  have  your  practice  curtailed. 
Recently  we  seem  to  be  witnessing  the  entry  of  a 
fourth  factor  in  physician  control,  the  managed 
care  organization  with  a new  and  different  criterion 
of  quality,  cost  effectiveness.  A majority  of  the 
public  does  not  particularly  care  about  cost  as  long 
as  they  are  not  paying  the  bill,  but  third  party  payers 
care  very  much.  This  brings  a new  concept  of  what 
is  dangerous  and  a new  means  of  controlling  it.  For 
example,  doctors  grossly  overcharging  by  any  of 
several  mechanisms  have  been  virtually  untouch- 
able under  the  three  standard  controls,  but  are 
fairly  easily  controlled  under  managed  care  by 
taking  them  off  the  approved  list. 

The  malpractice  courts,  with  their  concepts  of  pun- 
ishment and  restitution,  are  an  inefficient,  ineffec- 
tive and  very  expensive  system  that  miscarries  as 
often  as  it  works.  Doctors  view  it  as  a system 
designed  by  attorneys  for  attorneys,  and  certainly 
attorneys  are  the  ones  who  fight  hardest  at  any 
attempt  to  change  or  limit  it,  but  it  does  get  the 
doctor's  attention.  His  full  attention. 

The  BMP  is  theoretically  a good  system,  and  has 
worked  fairly  well  in  the  past.  Critics  of  the  medical 
profession  tend  to  judge  it  by  the  number  of  doctors 
disciplined  per  1 ,000  licensees,  though  that  num- 
ber is  effected  by  many  factors,  including  the 
effectiveness  of  the  other  two  systems,  the  activity  of 
the  legal  system  which  controls  it,  and  the  re- 


sources available  to  it.  The  latter  really  ought  not  to 
be  a problem  as  the  BMP  does  not  use  any  tax 
dollars.  It  operates  entirely  on  licensure  and  re- 
lated fees  from  physicians,  but  the  way  the  system 
is  set  up  in  Delaware  and  many  other  states,  some 
of  the  physician  fees  are  used  to  help  support  other 
professional  licensures  that  are  unable  to  support 
themselves,  and  if  there  is  money  left  over  it  reverts 
to  the  general  state  fund.  Thus,  there  is  plenty  of 
motivation  to  keep  a very  tight  lid  on  BMP  expen- 
ditures. The  medical  profession  has  indicated  a 
willingness  to  pay  higher  licensure  fees  if  the  money 
could  be  reserved  for  the  BMP,  but  the  state  does 
not  agree  to  that. 

In  Delaware  control  of  the  BMP  by  the  legal  system 
is  exercised  through  a representative  of  the  Attor- 
ney General's  office  who  sits  with  the  BMP  as  an 
"advisor",  and  decides  which  cases  can  be  pros- 
ecuted and  which  cannot.  There  is  a basic  legal 
premise  that  one  does  not  prosecute  cases  one 
does  not  expect  to  win  (e.g.  sexual  molestation,  if 
the  plaintiff  for  any  reason  will  not  testify),  or  if 
reversal  on  appeal  is  anticipated  (e.g.  cases  of 
gross  overcharging)  The  BMP  also  has  the  handi- 
cap of  being  ponderous,  very  slow  and  methodical 
with  rather  severe  punishments.  It  does  not  function 
well  to  bring  about  change  of  behavior  or  as 
punishment  for  relatively  minor  errors  or  misbehav- 
ior. Those  really  have  to  be  handled  by  the  PR 
system. 

Peer  Review  in  Delaware  is,  in  my  opinion,  the  most 
effective  of  the  controls  on  physician  practice.  We 
are  a small  state  with  a small  number  of  hospitals. 
By  far  the  largest  portion  of  the  hospital  care  is 
provided  by  one  institution,  and  that  one,  as  a 
teaching  and  academic  institution,  holds  itself  to 
very  high  standards.  The  others  almost  have  to 
follow  suit  in  order  to  compete,  and  each  has  a 
tight  and  effective  PR  system.  The  emphasis  is  on 
correcting  the  doctors'  practices,  whether  that  be 
by  insisting  he  take  courses  or  educational  pro- 
grams or  restricting  his  privileges  in  certain  areas 
or  types  of  problems,  or  simply  calling  him  in  for  a 
talk.  They  can  easily  monitor  his  progress  by  re- 
viewing his  records,  and  keep  a tight  rein  on  him 
until  he  is  doing  right.  It  is  only  the  most  obstinate 
offender  who  defies  them  that  then  gets  referred  to 
the  BMP.  Most  complaints  that  get  to  the  BMP  are 
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already  known  to  the  PR,  and  they  have  been 
unable  to  bring  about  the  desired  change. 

We  now  see  an  attempt  to  interfere  with  the  func- 
tion of  the  PR  system,  which  will  throw  more  burden 
on  the  BMP,  a burden  they  are  not  equipped  to 
handle.  When  I was  Executive  Director  of  the  BMP, 
I often  thought  how  much  easier  my  job  would  be 
if  I had  access  to  PR  minutes  and  records.  The  hard 
investigative  work  was  already  done.  Now  I'm  not 
so  sure,  but  one  thing  I am  sure  of  is  how  much  the 
press  and  the  plaintiff  attorneys  would  love  to  get 
their  hands  on  those  minutes.  They  would  have  a 
circus,  at  the  same  time  destroying  the  public  trust 
in  their  doctors,  and  certainly  not  for  the  benefit  of 
the  patients  but  to  line  their  own  pockets. 

The  effect  on  the  PR  system  itself  I fear  would  be 
disastrous.  Right  now  in  those  PR  Committee  meet- 
ings there  are  no  holds  barred.  Everyone  calls  a 
spade  a spade,  and  doctors  even  criticize  their  own 


partners.  That  would  probably  change.  In  addition, 
the  minutes  would  become  sterile  bare  bones,  not 
saying  anything  that  could  be  used  outside.  Finally, 
the  membership  would  change.  Membership  on  a 
PR  Committee  is  hard  work.  It  is  not  rare  for  them 
to  go  over  30  or  40  or  50  charts.  That  takes  time, 
and  they  receive  no  compensation  for  it.  Actually  it 
takes  time  from  their  offices  while  the  overhead 
continues  and  patients  grow  restive  and  irritable  in 
the  waiting  room.  If  in  addition  they  arouse  the 
anger  of  their  colleagues,  reduce  their  referrals, 
get  pilloried  in  the  press  and  called  as  witnesses  in 
malpractice  suits  — Who  needs  it?!  I think  we 
would  have  great  difficulty  finding  good  people  to 
serve  on  those  committees 

Although  there  are  things  to  be  said  on  both  sides 
of  the  question  of  removing  the  confidentiality  of 
Peer  Review  minutes,  I feel  that  on  balance,  confi- 
dentiality should  be  preserved. 


Del  Med  Jrl , March  1997,  Vol  69  No  3 


159 


SPECIALIZE 
IN  AIR  FORCE 
MEDICINE. 

ER  Physicians.  Radiolo- 
gists. OB/GYNs  and 
other  specialists! 

Today’s  Air  Force  gives 
you  the  freedom  to  spe- 
cialize without  the  finan- 
cial overhead  of  running 
a private  practice.  Talk 
to  an  Air  Force  medical 
program  manager  about 
the  tremendous  benefits 
of  becoming  an  Air 
Force  medical  officer: 

• No  office  overhead 

• Dedicated,  profession- 
al staff 

• Quality  lifestyle  and 
benefits 

• 30  days  vacation  with 
pay  each  year 

Examine  your  future  in 
the  Air  Force.  Learn  if 
you  qualify.  Call 


USAF  HEALTH  PROFESSIONS 
TOLL  FREE 
1-800-423-USAF 


LETTER  TO  THE  EDITOR 


Submitted  by: 

Frederick  C.  Brace  III,  PA-C 
President,  Public  Education  Coordinator 
Delaware  Academy  of  Physician  Assistants 


To  the  Editor: 

As  President  of  the  Delaware  Academy  of 
Physician  Assistants  (DAPA),  I would  like  to  thank 
Dr.  Martz  for  his  article  titled  "Physician  Assistants" 
in  the  November  1 996  issue.  The  article  was 
informative,  but  I would  like  to  take  this 
opportunity  to  expand  on  its  relevance  to  the  State 
of  Delaware. 

I arrived  at  Dover  Air  Force  Base  in  late  1990, 
subsequently  retired  from  the  Air  Force  and  joined 
Dr.  Mike  Bradley's  practice  in  Dover.  During  that 
period  of  time,  I have  witnessed  the  practice 
environment  for  PAs  in  Delaware  evolve  into  one 
of  the  best  in  the  country. 

During  1991,  the  first  legislation  recognizing 
Physician  Assistants  became  law  in  Delaware.  The 
major  provisions  of  this  legislation  were  the 
establishment  of  the  PA  Regulatory  Council  and 
the  licensure  of  PAs  to  practice  medicine  under 
physician  supervision.  It  defined  the  criteria  for 
licensure  as:  (1)  graduation  from  a PA  program 
accredited  by  the  Committee  on  Accreditation  of 
Allied  Ffealth  Education  Programs  (CAAFtEP)  and 
(2)  certification  by  the  National  Commission  on 
Certification  of  Physician  Assistants  (NCCPA). 

In  1994,  legislation  was  enacted  lifting  the  major 
barriers  to  the  effective  utilization  of  PAs  in 
Delaware.  The  following  summarizes 
these  changes.  The  scope  of  practice  of  PAs 
includes. . . 

...the  performance  of  delegated  medical 


acts  within  the  education  and  experience 
of  the  PA,  the  supervising  physician's 
specialty  and  not  exceeding  the  expertise 
of  the  supervising  physician. 

...the  performance  of  services  customary 
to  the  practice  of  the  supervising 
physician. 

...prescriptive  authority  of  legend  and 
controlled  substances  as  delegated  by  the 
supervising  physician.  PA  prescriptions 
must  be  specialty  specific,  have  the  PA's 
and  supervising  physician's  name  and  a 
Board  of  Medical  Practice  provider 
identifier  number  printed  on  the  Rx,  and 
cannot  exceed  a six-month  supply  for  non- 
controlled  or  three-month  supply  for 
controlled  substances. 

...supervision  of  the  PA  by  a physician  at 
all  times,  which  may  be  accomplished  by 
electronic  means  with  the  physician 
available,  physically,  within  30  minutes. 

The  supervision  can  not  be  in  name  only. 

No  physician  can  supervise  more  than  two 
PAs. 

In  reference  to  the  idea  of  training  PAs  in 
Delaware,  this  is  a noble  thought,  but  one  wrought 
with  problems.  A local  program  will  need 
adequate  funding,  a quality  instructor  staff  and 
preceptors  willing  to  assist  in  the  clinical  side  of  the 
program.  The  program  will  not  have  any  problem 
finding  PAs  willing  to  support  this  endeavor.  Such 
a program  should  also  award  a minimum  of  a 
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Letter  to  the  Editor 


baccalaureate  degree  upon  completion  of 
training. 

A simpler  solution  to  this  dilemma  is  currently  in 
practice,  but  would  require  legislative  changes. 
The  DIMER  Program  currently  sponsors  Delaware 
students  to  attend  Jefferson  Medical  School.  Why 
not  the  same  scholarship  sponsorship  for  future 
Delaware  PA  students  to  attend  Hahnemann 
University  in  Philadelphia?  Upon  graduation, 
these  individuals  must  then  be  required  to  return  to 
Delaware  and  practice  for  a specified  period  of 
time. 

In  conclusion,  Physician  Assistants  practice 
medicine  under  the  supervision  of  licensed 
physicians,  providing  patient  care  services  that 
would  otherwise  be  performed  by  physicians.  For 
example,  PAs  take  medical  histories,  perform 
physical  examinations,  order  and  interpret  lab 
tests,  diagnose  and  treat  illnesses,  suture  wounds, 
assist  in  surgery,  and  write  prescriptions.  Today, 


there  are  72  practicing  PAs  in  the  First  State, 
including  Dover  Air  Force  Base. 


REFERENCES 

1.  24  Del.  C.  Sec.  1770. 

2.  Board  of  Medical  Practice,  Rules  and  Regulations,  Sec.  25. 

Editor's  Note: 

Mr.  Brace  points  out  some  very  real  problems 
relative  to  PA  education  in  Delaware.  There  are 
others,  but  there  are  also  potential  advantages. 
He  also  has  some  common  misconceptions  of 
the  DIMER  Program,  which  is  not  primarily  a 
scholarship  program,  but  a contractual  relation- 
ship designed  to  strengthen  Delaware  institu- 
tions. 

E.  Wayne  Martz,  M.D. 


(It’s  " 
\\'h"  l 
\ You  Call”l 


\,r—- 


Claire  Guise 

Health  Care 
Recruiter 
12  Years  Experience 


m 


302-656-5555 

1700  Shallcross  Ave. 
Wilmington,  DE  19806 


The  Area's  Fastest  Growing  Staffing  Service 


K§ntmere 

A Not-for-profit 

Community  Nursing  Care  Center 

Love.  Compassion.  Companionship. 

Creative  activity.  A warm  comfortable 
homelike  atmosphere  for  hundreds  of 
men  and  women  since  1901.  Skilled  and 
Intermediate  Care.  Special  Care  for 
Alzheimer’s  patients. 

We're  Medicaid  and  Medicare 
approved.  When  you  need  a nursing 
care  center  for  one  of  your  patients, 
consider  Kentmere.  For  information 
call  Yvonne  Dinneen  at  302/652-331 1. 

Operated  by  The  Home  of  Merciful  Rest  Society,  Inc. 

A Caring  Environment 
Since  1901 

1900  Lovering  Avenue  Wilmington,  Delaware 
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HOSPITAL  CARE 
PHYSICIANS 


Providing  your  inpatient  needs  at  the  Medical 
Center  of  Delaware  (Christiana  and  Wilmington 
Hospitals)  and  the  St.  Francis  Hospital. 

Board  certified  physicians  in: 

- Cardiology  - 

- Pulmonary  - 

- Infectious  Disease  - 

- Nephrology  - 

- Endocrinology  - 

- Gastrointestinal  - 

- Neurology  - 

Our  doctors  participate  in  all  insurances  and 

HMO  plans. 

For  patient  referrals,  please  ask  emergency  physicians 
to  contact  HOSPITAL  CARE  PHYSICIANS. 

For  direct  referrals,  please  call  302-995-2627. 


J 


Where  can  physicians... 

• Communicate  and  take  action  on  issues  of  vital  importance, 

• Obtain  educational  information  vital  to  physician  performance  and 
practice  operations,  and 

• Establish  vital  linkages  with  colleagues  who  are  employed,  hospital-based, 
managers  or  medical  school  faculty? 

The  1 997  Annual  American  Medical  Association 
Organized  Medical  Staff  Section  Assembly  Meeting 
June  1 9-23,  Chicago  Marriott  Downtown 
Chicago,  Illinois 

Featuring...  "Performance  Review  and  Managed  Care"* 

An  educational  program  presented  by  a distinguished  panel  of speakers,  who  will: 

• Discuss  HEDIS  3.0  and  its  impact  on  physician  practice, 

• Explain  the  implementation  process  for  commercial  and  government-sponsored  reviews, 

• Provide  “how  to”  information  on  preparing  for  audits, 

• Give  insight  into  the  American  Medical  Accreditation  Program  (AMAP)  and 
its  plan  for  improving  the  review  process  for  physicians,  and 

Exhibits  will  showcase  information  system  vendors  equipped  to  capture  required  data. 

To  register  call  800  AMA-32 1 1 and  ask  for  the  Department  of 
Organized  Medical  Staff  Services. 

Let  the  AMA-OMSS  serve  as  your  "lifeline"  to  advocacy  and 
education  for  you  and  your  patients. 

• The  American  Medical  Association  designates  this 
educational  activity  for  a maximum  of  3 hours  in 
category  1 credit  towards  the  AMA  Physician’s 
Recognition  Award.  Each  physician  should  claim 
only  those  hours  of  credit  that  he/she  actually  spent 
in  the  educational  activity. 


American  Medical  Association 

Physicians  dedicated  to  the  health  of  America 


IN  BRIEF 


NEWEDITOR? 

Dr.  Wayne  Martz  has  indicated  an  intention  to  step 
down  as  Editor  of  the  Delaware  Medical  Journal 
aroundtheendofl997.  A Search  Committee  has 
been  formed  to  select  his  successor.  If  you  are  inter- 
ested in  this  position,  please  con  tact  a member  of  the 
Committee  below,  or  send  yourC.  V.  anda  sample  of 
your  writing  to  the  Medical  Society  of  De  la  ware,  atten- 
tion Beverly  Dieffenbach. 

The  Search  Committee  consists  of: 

• Martin  G.  Begley,  M.D.  - Dover 

• Virginia  U.  Collier,  M.D. - Newark 

• Andrew J.  Doorey,  M.D. -Wilmington 

• Robert  A.  Doughty,  M.D. -Wilmington 

• Joseph  F.  Rubacky  III,  D.O. - Dover 

• RogerB.  Thomas, M.D. -Wilmington 

• Paul  E.  Howard,  M.D.  - President,  Ex  Officio 


SMOKING  CESSATION 
SUPPORT  GROUP 

The  American  Cancer  Society  is  presently  offering 
a Support  Group  for  people  who  are  trying  to  quit 
smoking.  The  sessions  are  held  every  Tuesday 
night,  from  6:30  p.m.  - 7:30  p.m.  and  are  free. 

The  sessions  are  being  held  in  the  first  floor 
conference  room  of  the  Visiting  Nurses  Associa- 
tion (VNA)  which  is  located  at  1 Read's  Way  in  the 
New  Castle  Corporate  Commons.  All  are 
welcomed  to  join,  with  no  need  to  call  in  advance. 
For  more  information  about  the  Support  Group, 
please  contact  Kristin  Chance  at  (302)  324-4227. 

The  great  distance  between  two 
places  is  time. 

-Tenessee  Williams 


PSYCHOLOGIST/AUTHOR  RECOUNTS  ROCKY 
ROAD  TO  SUCCESS 

Kay  Redfield  Jamison,  Ph.D.,  Johns  Hopkins 
University  Professor  of  Psychiatry,  respected  author 
and  authority  on  manic-depressive  illness  - a 
debilitating  mood  disorder  from  which  she  suffers  - 
tells  her  personal  story  on  Monday,  April  28th. 

Open  to  the  public,  Dr.  Jamison's  talk,  entitled 
"Passages  of  a Wounded  Healer,"  will  be  held  at 
Clayton  Hall,  University  of  Delaware.  Registration 
begins  at  6 p.m.  and  the  talk  at  7:15  p.m. 
Admission  is  $5. 

The  event  is  sponsored  by  New  Directions 
Delaware,  Inc.  - a group  which  lends  support  and 
education  to  those  with  manic-depressive  or 
depressive  disorders  and  dysthymia,  their  families 
and  friends.  The  group  was  founded  in  1991  and 
has  grown  rapidly  in  response  to  growing  needs. 
The  group  usually  meets  at  the  Aldersgate  United 
Methodist  Church  on  Route  202  on  the  second 
and  fourth  Mondays  and  the  Friday  after  the  third 
Monday  of  each  month. 

For  more  information,  please  call  (302)  328- 
5022. 


INFECTIOUS  DISEASE  ’97  BOARD  REVIEW 

What:  This  CME  Course  is  a comprehen- 

sive review  of  Infectious  Disease 
for  Board  Preparation. 

When:  October  1 5-1  9,  1 997 

Where:  The  Ritz-Carlton,  Tysons  Corner 

McLean,  Virginia 

For  More 

Information:  Simply  call  (201)  385-8080 
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In  Brief 


DUPONT  HOSPITAL  FOR  CHILDREN 
WELCOMES  LINDA  L.  LEWIS,  M.D. 

Linda  L.  Lewis,  M.D.,  has 
joined  the  staff  of  the  duPont 
Hospital  for  Children  as  an 
Infectious  Disease  Physician 
in  the  Division  of  Infectious 
Diseases. 

Dr.  Lewis  comes  to  duPont 
from  the  Pediatric  Branch  of  the  National  Cancer 
Institute  and  the  F.  Edward  Hebert  School  of 
Medicine  in  Bethesda,  MD.  Her  special  interests 
lie  in  the  area  of  the  treatment  of  children 
diagnosed  with  HIV  and  infections  in  other 
immunocompromised  children. 

A graduate  of  the  University  of  Miami  School  of 
Medicine,  Dr.  Lewis  completed  a pediatric 
residency  and  a fellowship  in  pediatric  infectious 
diseases  at  the  Baylor  College  of  Medicine.  She  is 
board-certified  in  the  areas  of  pediatrics  and 
pediatric  infectious  diseases. 

An  active  member  of  the  medical  community,  Dr. 
Lewis  is  a member  of  the  American  Academy  of 
Pediatrics,  the  American  Society  for  Microbiology, 
the  Pediatric  Infectious  Diseases  Society  and  the 
Infectious  Disease  Society  of  America. 


DUPONT  HOSPITAL  FOR  CHILDREN 
WELCOMES  MARSHALL  Z.  SCHWARTZ,  M.D. 

has  been  appointed  Associate 
r iTBt  Mmm  Medical  Director  for  External 
Surgical  Program  Develop- 
.A  ment  and  Associate  Chairman 

in  the  Department  of  Surgery 
Hk  £§)  at  the  duPont  Hospital  for 

Children.  He  has  also  been 
appointed  Professor  of  Surgery  and  Pediatrics  at 
Thomas  Jefferson  University. 

Dr.  Schwartz  will  be  responsible  for  developing 
opportunities  for  duPont  pediatric  surgeons  to 
work  in  conjunction  with  regional  medical  centers 
and  community  hospitals  in  Delaware,  Pennsylva- 
nia and  New  Jersey.  He  will  participate  in  the 
clinical  activities  of  the  Division  of  General 


Pediatric  Surgery  and  serve  as  the  Program 
Director  for  the  Renal  Transplant  Program. 

Dr.  Schwartz  is  the  recipient  of  more  than  $ I 
million  in  grants  to  support  his.  research  to 
improve  intestinal  function  in  children  with 
congenital  and  acquired  intestinal  abnormali- 
ties resulting  in  Short  Bowel  Syndrome.  He  will 
establish  a hospital  research  laboratory 
devoted  to  studying  methods  of  treating  SBS. 
He  is  investigating  the  use  of  small  bowel 
transplantation  to  benefit  infants  and  children, 
a procedure  Dr.  Schwartz  expects  duPont  to 
offer  in  the  near  future. 

Prior  to  his  appointment  at  duPont  Hospital  for 
Children,  Dr.  Schwartz  was  Director  of  Surgical 
Specialties,  Chief  of  Pediatric  Surgery,  Director 
of  the  Pediatric  Renal  Transplant  Program  and 
Director  of  the  Surgical  Research  Laboratories  at 
the  Children's  National  Medical  Center,  Wash- 
ington, DC,  as  well  as  Professor  of  Surgery  and 
Pediatrics  at  the  George  Washington  University 
School  of  Medicine.  He  has  also  been  Chief  of 
Pediatric  Surgery  at  the  University  of  Texas, 
Galveston,  and  the  University  of  California, 
Davis.  He  is  certified  by  the  American  Board  of 
Surgery  with  a Special  Competence  certificate  in 
Pediatric  Surgery. 

A graduate  of  the  University  of  Minnesota  Medi- 
cal School,  Dr.  Schwartz  received  surgical  resi- 
dency training  at  the  University  of  Minnesota 
Hospital  and  completed  a pediatric  surgical  resi- 
dency at  Children's  Hospital  Medical  Center/ 
Harvard  Medical  School.  He  served  a research 
fellowship  in  the  Department  of  Surgery  at  the 
University  of  Minnesota.  Dr.  Schwartz  is  currently 
president  of  the  Pacific  Association  of  Pediatric 
Surgeons  and  a member  of  the  American  Surgi- 
cal Association,  the  American  College  of  Sur- 
geons, the  Society  of  University  Surgeons  and  the 
American  Pediatric  Surgical  Association. 

An  editorial  board  member  of  the  Journal  of  Pe- 
diatric Surgery,  he  has  published  more  than  70 
articles  in  peer-reviewed  journals  and  has 
authored  20  book  chapters.  Dr.  Schwartz  is  an 
examiner  in  pediatric  surgery  for  the  American 
Board  of  Surgery  and  has  lectured  extensively  at 
hospitals,  medical  schools,  and  national  and 
international  medical  symposia  and  scientific  fo- 
rums. 
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In  Brief 


What  Every  Primary  Care  Provider 
Should  Know  About  Melanoma 

CUTANEOUS  MELANOMA  '97:  A CLINICAL 
SYMPOSIUM  FOR  PRIMARY  CARE  PRACTITIONERS 

Friday,  May  16, 1997,  8:30  AM  to  5:00  PM 
New  York  City 

^.*ITT  £«/*c  - 

/ yK  \ Jointly  sponsored  by 

| \ The  Skin  Cancer  Foundation 

| ==  | and  Memorial  Sloan-Kettering 
Cancer  Center. 

'’•l/SHEO  ' 

An  intensive  one-day  course,  taught  by  13  nationally  recognized 
authorities  on  melanoma,  to  inform  primary  care  providers 
about  current  approaches  to  diagnosis  and  treatment.  For  family 
practitioners,  internists,  general  surgeons,  obstetricians/ 
gynecologists,  pediatricians,  nurse  practitioners,  physician 
assistants,  and  other  health  care  professionals. 

PRACTICAL  INSTRUCTION  IN: 

Cutaneous  examination  and  biopsy  techniques 
Histopathologic  and  differential  diagnosis 
Surgical  treatment  of  primary  melanoma 
Management  of  regional  lymph  nodes 
Therapies  for  high-risk  and  advanced  disease 

Memorial  Sloan-Kettering  Cancer  Center  has  approved  this  course 

for  6.5  credit  hours  in  Category  1 of  the  Physician's  Recognition  Award  of 

the  American  Medical  Association. 

For  registration  information,  call:  (212)  639-6754 

fax:  (212)717-3140 


June  14,  1997 


17th  ANNUAL 

Advances  in 
Gastroenterology 
Course 

Bally's  Park  Place  Hotel  and  Casino  • Atlantic  City,  New  Jersey 

Course  Director: 

Anthony  J.  DiMarino,  Jr.,  MD 

For  more  information,  please  call  (609)  848-1000 
Registration  Department 

Thomas  Jefferson 
Jefferson  Medical 
University  College 

Jefferson  Medical  College  of  Thomas  Jefferson  University  is  accredited 
by  the  Accreditation  Council  for  Continuing  Medical  Education 
(ACCME)  to  sponsor  continuing  medical  education  for  physicians. 

Jefferson  Medical  College  designates  this  continuing  medical  educa- 
tion activity  for  6 credit  hours  in  Category  1 of  the  Physician's 
Recognition  Award  of  the  American  Medical  Association. 


Papastavros’ 

Associates 


MEDICAL 


A. 


L.L.C, 


U Papastavros’  Associates  Medical  Imaging 
Centers  our  skilled  professionals  are  committed  to 
providing  the  most  advanced  diagnostics  in  a 
caring  and  comfortable  atmosphere. 

We  are  dedicated  to  meeting  the  ever  changing 
needs  of  the  community  and  maintaining  the 
highest  quality  service  available  today. 


The  quality  sermces  that  we  promde  include: 

♦ X-Tay  ♦ M/R.I.  Scanning  ♦ Ultrasound  ♦ 
♦ C.T.T.  Scan  ♦ Nuclear  Medicine  ♦ 

♦ Mammography  ♦ 

Tull  Service  Imaging  Centers  Located  at: 


♦ 1701  Augustine  Cutoff  ♦ 40  Polly  Drummond  Hill  Rd. 

Suite  100,  Bldg.  IV  Suite  100,  Bldg.  4 

Wilmington,  DE  19803  Newark,  DE  19711 

(j02~)  652-JOlb  (jo 2)  737-5990 

Other  Convenient  Locations 


1508  Pennsylvania  Avenue 

b55T°42 

2700  Silverside  Road 

478-1100 

1805  Foulk  Road 

475-Sojb 

420  Christiana  Medical  Center 

36S~3?53 

1320  Philadelphia  Pike 

792-2529 

1941  Limestone  Medical  Building 

O 

O 

rS 

O'! 

O', 

1502  Delaware  Street,  New  Castle 

328-1502 

2600  Summit  Bridge  Road 

836-835° 

16  Omega  Drive  Bldg,  B-89 

738-5500 

5317  Limestone  Road 

23T34[5 

550  Stanton-Christiana  Road 

633-991° 

314  E.  Main  St.,  Newark,  DE 

455-°775 

Quality,  Care  and  Sendee  Since  195$ 
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TAM  Consulting  Associates,  Inc. 

Information  Management  Services 

OUR  MISSION: 


TO  HELP  YOU  WORK  SMARTER 
NOT  HARDER 


DOES  THE  THOUGHT  OF  SELECTING 
NEW  TECHNOLOGY  FOR  YOUR  PRACTICE 
SEND  CHILLS  DOWN  YOUR  SPINE??? 


ARE  YOU  SURE  YOUR  CURRENT 
AUTOMATION  VENDOR  IS 
GIVING  YOU  THE  BEST  DEAL??? 


WE  CAN  HELP  !!! 


Our  services  include: 

• Development  of  a Strategic  Information  Systems  Plan  that  will  help  identify  and  meet 

your  practice's  future  automation  objectives  and  directions. 

• Assessment  of  the  offices  current  operational  environment. 

• Evaluation  and  selection  of  technology  solutions  and  cost  effective  improvements. 

• Review  and  negotiation  of  hardware  and  software  system  acquisitions  and  support  contracts. 

• Provide  technology  and  data  management  on  an  outsourced  basis. 


Give  us  a call  today  !!! 
(302)425-5560 


TAM  Consulting  Associates,  Inc. 

1701  Augustine  Cut-Off,  Suite  14  • Wilmington,  DE  19803 
Thomas  A.  Mieszala  - President 


AMA  INTERIM  MEETING 


Reference  Committee  Reports 
AMA  House  of  Delegates 
December  8-11, 1996 


ReferenceCommitteeB 

Legislation 

Submitted  by  MichaelS.  Katz,  M.D. 

Actionstaken  bythe  AMAHouseof 
Delegates  on  Reference  Commit- 
tee B resolutions  (legislation)  in- 
cluded scope  of  practice,  tort  re- 
form, IRS  regulations,  AMA  lobby- 
ing guidelines  and  the  appoint- 
mentof  a Surgeon  General. 

Boardof  Trustees  (BOT)  Report 
15,  Genetic  Information  and  In- 
surance Coverage: 

Instructs  the  AMA  to  continue  to 
protect  the  rights  of  patients  by 
supportingfederal  legislation  pre- 
venting  insurance  companies 
from  using  genetic  screening  in- 
formation as  criteria  for  insura  nee 
coverage  or  premium  rating. 

BOTReport18,  TortReformand 
Managed  Care: 

Instructs  the  AMAtowork  for  medi- 
cal liability  reform  to  assure  that 
managed  care  organizations 
(MCOs)  are  responsible  for  pro- 
viding quality  health  care,  a re  held 
liable  for  negligence  on  the  part  of 
the  health  plan  resulting  in  patient 
injury,  inform  physicians  and  al- 
low them  to  perform  their  profes- 
sional obligations  to  patients  and 
MCOs,  and  to  advocate  for  man- 
aged care  accountabi  lity  in  courts. 


Internal  Revenue  Service 
Regulations: 

Establishesthe  AMA's  opposition 
to  the  IRS  policy  requiring  accrual 
accounting  by  physician  practices 
based  on  their  administration  of 
medications,  blood  and  IV  solu- 
tions. 

Physician  Diagnosis  and 
Treatment  of  Glaucoma: 

Instructs  the  AMA  to  develop 
model  legislation  and  support 
state  medical  societies  in  oppos- 
ing proposed  and  existing  state 
laws  permitting  optometric  diag- 
nosis and  treatment  of  glaucoma. 

Data  Bank  Self-Query: 

Instructs  the  AMA  to  inform  physi- 
cians of  problems  of  redisclosure 
of  National  Practitioner  Data 
Bank  (NPDB)  to  unauthorized  en- 
ti  ties  and  to  distribute  a sample  let- 
ter of  ag reement  for  physicia n use 
to  assure  that  unauthorized  dis- 
closures are  prohibited.  The  AMA 
continues  to  support  the  abolition 
ofthe  NPDB. 

Federal  Peer  Review 
Confidentiality  Protection: 

Instructsthe  AMAto  pursueenact- 
mentoffederal  legislation  to  pro- 
hibit discovery  of  records,  infor- 
mation and  documents  obtained 
during  professional  reviews 


Broad  Tax  Reform: 

Reaffirms  current  AMA  work 
through  The  Centerfor  Health 
Policy  Research  and  instructs  the 
AMA  to  prepare  to  enter  future 
Congressional  hearings,  debates 
and  legislation  concerning  tax  re- 
form which  may  impaetthe  Ameri- 
can health  care  delivery  system. 

Hold  Harmless  and  Indemnifi- 
cation Clauses  in  Managed 
Care  Contracts: 

Reaffirms  AMA  policy  stating  that 
hold  harmless  clauses  in  man- 
aged care  contracts  should  be  ex- 
plicitly identified.  Instructs  the 
AMA  to  continue  to  support  fed- 
eral legislation  and  encourage 
state  medical  societies  to  pursue 
the  enactment  of  legislation  pro- 
hibiting theuse  of  hold  harmless 
provisions  in  managed  care  pro- 
vider contracts  that  shift  managed 
care  organization  liabilityto  phy- 
sicians and  to  make  available  to 
AMAmemberseducational  mate- 
rialtoassistphysicians  in  identify- 
ing and  evaluating  hold  harmless 
clauses  in  managed  care  con- 
tracts. 
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AM  A Interim  Meeting 


Employee  Retirement 
Income  Security 
Act  (ERISA): 

Consolidates  and  streamlines 
current  AMA  policy  regarding 
ERISAand  instructs  the  AMAtoaf- 
fectchanges in  ERISAthroughsev- 
era I avenues  of  advocacy  includ- 
ing modification  of  federal  laws 
and  ERISA  legislation. 

AM  A Public  Health 
Lobbying  Efforts: 

Directs  the  AMA  to  instruct  its  lob- 
byists to  considersources  of  cam- 
paign funding  for  elected  officials, 
their  positions  and  voting  records 
on  AMA  public  health  policies  and 
other  components  of  the  AMA's 
agenda  when  contributing  to  po- 
litical campaigns  and  negotiating 
with  these  elected  officials. 

Surgeon  General 
Appointment: 

Directs  the  AMA  to  urge  the  Presi- 
dent to  quickly  appoint  a highly 
qualified  physician  as  the  Surgeon 
General  of  the  U.S.  Public  Health 
Service. 

Airline  Emergency  Kits  and 
Good  Samaritans  : 

Reaffirms  current  Good  Samari- 
tan AMA  policy  for  in  flight  emer- 
gency care  and  instructs  the  AMA 
to  encourage  the  airline  industry  to 
review  and  modify  the  contents  of 
existing  in  flight  emergency  kits. 

Genetic  Testing  Legislation: 

Establishes  the  AMA's  opposition 
to  legislative  initiatives  on  genetic 
testing  that  restrictthe  use  of  stored 
tissue  for  medical  research  and  in- 
structs the  AMA  to  continue  sup- 
porting federal  and  private  ac- 
creditation and  quality  assurance 
programs  to  ensure  the  accuracy 
and  reliability  of  genetictesting. 


Americans  with 
Disabilities  Act: 

Instructs  the  AMA  to  urge  the  Con- 
gress to  amend  the  ADA  to  re- 
move language  that  discrimi- 
nates against  persons  with  alco- 
holism orotherdrug  dependen- 
cies and  to  extend  the  same  pro- 
tections that  apply  to  other  dis- 
abling conditions.  Asks  the  AMA 
Board  of  Trustees  to  study  employ- 
ment protection  for  persons  with 
addictive  diseases  and  the  exclu- 
sion of  addiction  patients  from 
Disability  and  Social  Security  In- 
come Benefits  and  submit  a report 
at  A-97. 

Comprehensive  Physical 
Examinations  by 
Appropriate  Providers: 

I nstructs  the  AM  Ato  work  with  state 
medical  societies  and  specialty  or- 
ganizations in  the  legislative  and 
regulatory  arena  to  oppose  any 
proposed  or  adopted  policy  inap- 
propriately expanding  the  scope 
of  practice  of  practitioners  other 
than  M.D.s/D.O.s.  Instructs  AMA 
policy  to  support  the  position  that 
the  performance  of  comprehen- 
sive physical  exams  to  diagnose 
disease  be  limited  to  physicians  or 
those  practitioners  directly  super- 
vised by  licensed  physicians. 

Adverse  Impact  of  Product 
Liability  on  the  Development 
and  Continued  Production 
of  Medical  Devices: 

Instructs  the  AMA  to  lobby  for  re- 
form of  the  product  liability  laws 
for  biomaterials  to  encourage  the 
development  and  manufacturing 
of  medical  devices  and  implants. 


Reference  Committee  C 
Medical  Education 

SubmittedbyStephenR.  Permut,  M.D. 

The  Reference  Committee  ad- 
dressed some  of  the  major  chal- 
lenges facing  medical  education 
in  the  United  States,  including 
funding  and  workforce  distribu- 
tion issuessurrounding  Graduate 
Medical  Education. 

1.  Thefirstofthese wastheadop- 
tion  of  the  recommendations 
of  CME  Report  6-1-96  which 
would  encourage  medical 
schools  to  better  identify  their 
educational  costs  so  that  stable 
funding  of  those  costs  can  be 
developed.  A further  recom- 
mendation was  that  revenues 
and  expenditures  beappropri- 
atelydedicatedtoeducation.  It 
was  further  encouraged  thatall 
potential  revenue  sources  for 
medical  education  be  in- 
formed of  the  need  for  stable 
funding  of  US  medical  educa- 
tion in  order  to  preserve  the 
qualityof  the  Nation's  health 
care  delivery  system. 

2.  Thenextareaaddressedwasto 
encourage  the  OIGto  adopt  a 
more  reasonable  approach  to 
the  auditing  of  teaching 
physician's  billings.  The  cur- 
rent approach  of  the  OIG  has 
been  to  interpret  fairly  vague 
regulations  regarding  these 
billingsafterthefactand  to  im- 
pose unreasonable  penalties. 

3.  Aresolutiontodevelopfederal 
legislation  to  protect  national 
accreditation  bodies  against 
anti-trust  suits  forthe  accredi- 
tation process  of  medical 
schools  and  residency  pro- 
grams in  much  the  same  way 
that  the  peer  review  process 
has  been  protected. 
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4.  Aresolution  was  passed  to  pro- 
tect residents  whose  hospital  (s) 
undergo  a merger  or  other 
form  of  consolidation  by  al- 
lowing residentstobe  involved 
in  the  negotiation  of  housestaff 
contracts  since  they  will  be  af- 
fected bysuch  consolidation. 

5.  A resolution  was  proposed  to 
create  a mechanism  to  award 
CME  credit  for  medical  journal 
readings.  Such  readings  would 
need  to  have  been  developed 
through  an  appropriate  pro- 
cess of  goals  and  objectives 
and  an  evaluation  (post-test) 
process. 

6.  A resolution  was  passed  en- 
couraging specialty  boards  to 
oper/re-open  board  eligibility 
which  has  expired  to  a I low  such 
physicians  to  obtain  board  cer- 
tification. The  resolution  also 
encourages  hospital  medical 
staffs,  managed  care,  and 
otherorganizations  notto  rely 
solelyon  board  certificationfor 
participation.  Furthermore, 
the  AM  A will  continue  to  de- 
velopa  Nationalaccreditation 
program  which  should  aid  in 
this  process. 

7.  Resolutions  were  passed  en- 
couraging the  development  of 
an  elective  curriculum  in  alter- 
native health  practices  (alter- 
native medicine),  domestic 
violence,  nutrition,  and  termi- 
nation of  pregnancy  issues. 

8.  A resolution  was  passed  and 
hearings  held  to  develop  poli- 
cies that  would  assist  in  assess- 
ing  continued  funding  for 
graduate  medical  education 
with  attention  to  the  develop- 
ment of  a size,  geographic, 
and  specialty  distribution  of  the 


physician  workforce.  This 
would  be  accomplished 
through  a vouchersystem  lim- 
ited to  1 1 0%  of  the  number  of 
U.S.  medical  school  graduates 
and  through  the  cooperation 
of  the  specialty  residency  re- 
view committees. 


ReferenceCommitteeD 

Scientific  A ffairs 

Submitted  by  Stephen  R.  Permut,  M D. 

1.  TheHouseapprovedcontrolof 
HIV  Home  Test  Kits  provided 
that  appropriate  labs  are  uti- 
lized and  appropriate  report- 
ing of  HIV  is  maintained  by 
those  labs. 

2.  A resolution  was  passed  re- 
quiring bettereducation  con- 
cerning safe  use  and  storage  of 
handguns.  Reporting  of  all 
hand  gun  related  injuries,  and 
the  discouragement  of  the  en- 
tertainment industry  in  their  use 
of  violence,  particularly  with 
the  use  of  firearms  in  their  pro- 
ductions was  supported. 

3.  A resolution  was  passed  that 
the  AM  A establish  guidelines 
to  assure  the  physical  and 
emotional  health  of  children 
and  adolescents  who  partici- 
pate in  Olympic  level  training. 

4.  A resolution  was  passed  pro- 
h i bi  ting  the  AMA,  or  its  compo- 
nent societies,  from  utilizing 
lobbyists  orother  consultants 
whoare  in  the  employ  of  to- 
bacco companies. 

5.  A resolution  was  passed  re- 
quiring that  physicians  counsel 
pregnant  patients  on  the  im- 
portance of  undergoing  HIV 
testing. 


ReferenceCommitteeE 
Sciences,  Technology 

Submitted byJamesP  Marvel,  M.  D. 

In  keeping  with  the  new  policy  of 
the  AMA  House  of  Delegates,  the 
entire  report  of  the  Reference 
Committee  was  submitted  as  a 
consent  calendar.  This  primarily 
involved  the  reports  of  the  Coun- 
cil of  Scientific  Affairs.  When  this 
was  submitted  for  extraction,  the 
following  reports  were  further  dis- 
cussed. 

Report  8 of  the  Council  of  Scien- 
tific Affairs  having  to  do  with  sili- 
cone breast  implants  and  disease 
provided  an  update  on  research 
concerning  possible  associations 
between  silicone  breast  implants 
and  autoimmune  disease.  Itwas 
recommended  and  adopted  that 
the  AMA  condemn  the  inappropri- 
ate  use  of  laboratory  tests  that  pur- 
port to  measure  the  dissemination 
of  silicone  throughouta  patient's 
body.  In  general,  testimony  from 
many  of  the  speakers  praised  and 
supported  the  Council  on  Scien- 
tific Affairs'  recommendations  in 
this  regard.  It  was  further  pointed 
outthatatthis  point  in  time,  there 
is  no  direct  scientific  evidence  to 
support  the  possibility  that  silicone 
breast  implantsarea  direct  cause 
of  autoimmune  disease  pro- 
cesses. 

Resolution  51  5 titled  Diabetes 
Self-Management  In  Public  Pro- 
grams was  adopted  as  recom- 
mended, entitled  Substitute  Reso- 
lution  51  5 with  the  title  being 
changed  to  Diabetes  Self-Man- 
agement Programs.  It  was  re- 
solved that  the  American  Medical 
Association  work  with  invited 
medical  groups  to  promote  the 
physician-led  team  approach  to 
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diabetes  patientcareas  providing 
the  highest  quality  of  patient  care. 
It  was  further  resolved  that  the  AMA 
insistthat  patient-specific  diabetes 
education  services  and  self-man- 
agementtraining be  initiated  and 
continued  under  the  direction  of  a 
physician  and  that  all  changes  of 
careormedication  bymembersof 
theteam  besupervised  by  a physi- 
cian. It  was  further  resolved  that 
the  AM  A seek  to  have  physician  di- 
rected benefitsofdiabeteseduca- 
tion  and  self-management  train- 
ing providedtothebeneficiariesof 
Medicare,  Medicaid,  and  other 
publiclysupported  programs, and 
all  payers. 

In  general,  this  substitute  resolu- 
tion was  well  supported  and  was 
adopted  without  significant  oppo- 
sition. There  specifically  was  no 
disagreement  with  the  assertion 
thatthe  physician-led  team  ap- 
proach demonstrated  bythe  Dia- 
betes Control  and  Complications 
Trial,  with  the  physician  as  fully 
compensated  health  care  deci- 
sion-maker, is  superior  in  prevent- 
ing the  complications  typical  of 
chronic  diabetes  and  therefore  is 
capable  of  generating  long-term 
savings  in  addition  to  increased 
patientquality  of  life. 

Resolution  5 1 3 was  titled  Guide- 
lines  For  Certifying  Need  for 
Handicapped  Parking  Privileges. 
Itwas  noted  thatthere  are  existing 
United  States  Department  of 
Transportation  guidelines  for 
states  to  use  in  establishing  a uni- 
form parking  system  to  enhance 
access  and  the  safety  of  persons 
with  disabilities  which  limit  or  im- 
pairthe abilityto walk.  According 
to  this  DOT  regulation,  "Persons 
with  disabilities  which  limit  or  im- 
pair  the  ability  to  walk  means  per- 


sons who,  as  determined  by  a li- 
censed physician:  1)  cannot  walk 
two  hundred  feet  without  stopping 
to  rest;  or  2)  cannot  walk  without 
the  use  of,  or  assistance  from,  a 
brace,  cane,  crutch,  another  per- 
son, prosthetic  device,  wheel- 
chair, orotherassistive  device;  or 
3)are  restricted  by  lung  disease  to 
such  an  extent  that  the  person's 
forced  (respiratory)  expiratory  vol- 
ume for  one  second,  when  mea- 
sured by  spirometry,  is  less  than 
one  liter,  orthe  arterial  oxygen 
tension  is  less  than  60mrrvHg  on 
roomairatrest;or4)  use  portable 
oxygen;  or 5)  have  a cardiac  con- 
dition to  the  extent  that  the 
person's  functional  limitations  a re 
classified  in  severity  as  Class  III,  or 
Class  IV according  to  standards 
setbythe  American  Heart  Associa- 
tion; or  6)  are  severely  limited  in 
their  ability  to  walk  due  to  an  ar- 
thritic, neurologic  or  orthopedic 
condition. 

It  was  ultimately  resolved  thatthe 
AMA  encourage  physicians  to  be- 
come familiar  with  laws  in  their 
states  for  certifying  a patient's 
need  for  handicapped  parking 
privileges. 

Report  1 0 of  the  Council  of  Scien- 
tific Affai  rs  titled  Alternative  Medi- 
cine was  the  subject  of  significant 
and  prolonged  testimony.  In  gen- 
eral, the  Reference  Committee 
heard  general  support  for  the  in- 
tention of  this  report  as  well  as  rec- 
ognition that  the  information  it 
contains  is  welcome,  timely,  and 
useful.  Despite  this  general  ap- 
proval, several  speakers  pointed 
out  that  the  recommendations  of 
the  report  fail  to  identify  or  define 
the  concepts  "alternative  medi- 
cine" and  "alternative  therapies", 
and  so  fail  to  provide  a context 


within  AMA  policy  for  the  recom- 
mendations. There  were  also  ob- 
jections voiced  to  the  use  of  the 
phrase  "alternative  medicine," 
which  to  some  may  imply  thatthe 
practices  described  within  this  re- 
portare  indeed  a part  of  the  prac- 
tice of  medicine. 

The  Committee  was  also  con- 
cerned by  discussion  of  factual  er- 
rors in  the  body  of  the  report  pro- 
vided, broughttotheCommittee's 
attention  by  representatives  of  the 
FDA,  and  is  concerned  that  cor- 
rections of  these  misstatements  of 
the  legal  and  regulatory  status  of 
these  therapies  may  reduce  the 
linkage  between  the  reportand  its 
recommendations.  It  was  feltthat 
although  the  Council's  desire  to 
provide  the  House  of  Delegates 
with  this  report  at  this  meeting  was 
deeply  appreciated,  manyspeak- 
ers  echoed  the  Committee's  dis- 
appointment at  being  afforded  so 
little  opportunity  to  evaluate  and 
assesssucha  complexand  lengthy 
report. 

Under  these  circumstances  and  in 
view  of  this  significant  testimony 
and  some  dissension  regarding 
this  report,  itwas  recommended 
and  accepted  that  this  report  of 
the  Council  of  Scientific  Affairs  be 
referred  to  the  Board  of  Trustees. 

In  general,  the  reports  of  the 
Council  on  Scientific  Affairs  was  a 
fairly  straightforward,  informative 
reportandthe  Houseof  Delegates 
really  had  only  minor  changes 
adopted  to  the  report  of  this  Refer- 
ence Committee. 
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Reference  Comm  ittee  G 
Medical  Practice 

Submitted  by  Robert  G.  Altschuler,  M.D. 

I had  the  honortoserveasa  mem- 
berof  this  Reference  Committee 
and  witnessed  first  hand  the  ad- 
ministrative procedures  for  the 
implementation  of  AMA  policy.  I 
am  happy  to  report  that  the  system 
works. 

The  following  report  summarizes 
the  actions  of  this  committee. 

Council  on  Medical  Service  Re- 
port 7 highlights  new  develop- 
ments in  the  Medicare  Peer  Review 
Organization  (PRO)  programand 
provides  an  update  of  PRO  qual- 
ity improvement  projects.  Al- 
though the  Counci  I con  eludes  that 
PROs  a re  successfully  implement- 
ing  an  educational  and 
non  punitive  approach  to  medical 
review,  it  cautions  that  there  re- 
mainsastrong  counterpressureto 
returntoa  moresanction-oriented 
role  for  the  PROs.  The  Counci  I rec- 
ommends the  adoption  of  four  key 
principles  to  guide  the  ongoing 
PRO  review  process. 

In  its  ongoing  commitment  to 
Pol  icy  54  5. 9 64  [3],  the  Counci  I on 
Medical  Service  presents  its  fourth 
consecutive  policy  consolidation 
report  to  the  House  of  Delegates. 
Council  on  Medical  Service  Re- 
ports recommends  consolidation 
of  29  separate  and  somewhat  du- 
plicative policies  on  practice  pa- 
rameters into  1 8 more  readable 
and  non-repetitive  statements. 

Board  of  T rustees  Report  1 0 de- 
scribes the  progress  that  has  been 
made  to  improve  the  relationship 
between  the  AMA  and  the  Na- 


tional Committee  for  Quality  As- 
surance (NCQA).  Recent  oppor- 
tunities have  included  AMA  par- 
ticipation in  both  the  Health  Plan 
Employer  Data  Set  measurement 
development  process  and  the 
Practicing  Physician's  Advisory 
Council.  The  Board  recommends 
that  another  status  report  be  pre- 
pared forthe  1 997  Annual  Meet- 
ing. 

Resolution  707  calls  forthe  AMA 
to  encourage  all  components  of 
organized  medicine  to  minimize 
the  use  of  the  term  "gatekeeper" 
when  making  any  reference  to  pri- 
mary care  physicians  or  to  their 
role. 

Testimony  heard  beforethe  Refer- 
ence Comm  ittee  was  mixed  on  the 
appropriateness  of  the  term 
"gatekeeper."  Supporters  testified 
that  the  term  is  demeaning  and  di- 
videsthemedical  profession.  Oth- 
ers questioned  the  practicality  of 
the  resolution  given  the  pervasive 
use  of  the  term.  It  was  noted  that 
"gatekeeper"  is  increasingly  be- 
ingusedinthe  context  of  health 
plan  restrictions  ratherthanasa 
term  applied  to  physicians.  Rec- 
ognizing these  concerns,  the 
Committee  points  outthe  resolu- 
tion specifically  asks  that  medical 
organizations  minimize  their  use 
of  the  term  "gatekeeper"  in  refer- 
ence to  physicians. 

In  response  to  referred  Resolution 
708  (A- 9 6),  Board  of  Trustees  Re- 
port 1 6reviewstrendsthathavein- 
creased  physician  interest  in  col- 
lective bargaining.  The  report 
concludesthatAMApolicywith  re- 
gard to  collective  bargaining  ad- 
dresses physician  concerns  and 
gives  the  AMA  sufficient  policy  di- 
rection and  flexibility  about  how 


and  when  to  i mplementthe  policy. 

Council  on  Medical  Service  Re- 
port 1 describes  the  current  envi- 
ronment regarding  physician 
practices  engaged  in  providing 
second  opinions  to  emergency 
physicians.  Although  this  type  of 
practice  is  not  prevalent  on  a na- 
tional basis,  the  Council  recom- 
mends adoption  of  six  principles 
to  guide  the  use  by  managed  care 
plans  of  physicians  employed  or 
contracted  with  specifically  to  pro- 
vide second  opinions  to  emer- 
gency physicians. 

Board  of  T rustees  Report  29  sum- 
marizes and  highlights  the  AMA's 
myriad  activities  of  this  past  yea  rto 
develop,  implement,  and  con- 
tinue the  AMA  campaign  to  elimi- 
nate health  plan  gag  clauses  and 
policies  that  intrude  on  the  patient 
physician  relationship  and  im- 
pede the  physician's  ethical  and 
legal  duty  to  provide  full,  informed 
consentand  medical  counsel  to 
patients.  The  Board  recommends 
that  the  AMA  continue  to  provide 
credible  sources  of  legal,  ethical, 
and  factual  information  on  health 
planqualityand  patient  advocacy 
issues,  such  as  gag  policies;  advo- 
cate thatall  health  plans  eliminate 
gag  clauses  and  end  their  op  posi- 
tion to  legislative  efforts  to  regu- 
lateorbartheuseofgag  policies; 
and  develop  a model  health  plan 
contract  for  physicians  that  com- 
ports with  the  AMA  Code  of  Ethics 
and  industry-recognized  stan- 
dards for  plan  accountability  and 
accountability  to  patients. 

Board  of  T rustees  Report  28  re- 
sponds to  referred  Resolutions 
705 and  71  2 (1-95)  which,  respec- 
tively, requested  thatthe  AMA  ex- 
plore the  development  of  a physi- 
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dan  owned  organization  which 
can  serve  as  a third  party  ad  mi  nis- 
trator  for  physicians,  and  deter- 
mine the  feasibility  of  establishing 
a national  physician  owned  and 
operated  health  insurance  com- 
pany. The  report  concludes  that 
the  AMA  can  be  most  effective  by 
focusing  on  standard  setting;  ad- 
vocacy before  legislatures,  courts 
and  privatesectorentities;andthe 
provision  of  information  about 
managed  care  to  physicians  and 
patients. 

Resolution  705  calls  forthe  AMA 
to  expand  monitoring  of  the  status 
of  pharmaceutical  benefits  man- 
agers (PBMs)  and  continue  to  ad- 
vise appropriate  private  and  gov- 
ernmental agencies  of  any  prac- 
tices by  PBMs  which  are  not  consis- 
tentwith  AMA  policy. 

Board  of  Trustees  Report  25  pro- 
videsan  updateontheevaluation 
and  dissemination  of  clinical 
practice  guidelines,  and  AMA  ef- 
forts to  gather  information  on  the 
efforts  of  organized  medicine  in 
outcomes  research.  The  Board 
recommends  that  the  AM  A identify 
performance  measures  for  incor- 
poration into  the  clinical  perfor- 
mance evaluation  component  of 
the  American  Medical  Accredita- 
tion Program,  and  work  to  ensure 
an  appropriate  rolefororganized 
me  dicine  in  the  new  practice 
guidelines  initiatives  of  the 
Agency  for  Health  Care  Pol  icy  and 
Research.  Board  of  Trustees  Re- 
port 4 describes  the  "AMACIinica  I 
Practice  Guidelines  Recognition 
Program,  "a  processdevelopedto 
review  and  evaluate  cl  ini  cal  prac- 
tice guidelines.  The  report  dis- 
cussestheevaluation  process, the 
criteria  for  evaluation,  and  the  du- 
ration of  AMA  recognition.  The 


Board  recommends  the  adoption 
often  evaluation  criteria  for  use  in 
the  program. 

Testimony  on  Report  4 of  the 
Board  of  Trustees  was  lengthy  and 
mixed,  while  testimony  on  Report 
25  of  the  Board  of  T rustees  was 
limited.  Testimony  about  Board 
Report  4 included  concerns  that 
the  proposed  evaluation  of  prac- 
tice guidelines  is  still  in  a formative 
stage  of  development.  Testimony 
noted  that  Board  of  Trustees  Re- 
ports cal  Is  for  a pilot  program  to 
test  the  proposed  evaluation 
mechanism,  which  has  already 
collected  80  clinical  practice 
guidelines  for  review.  Board  Re- 
port 25  also  reports  that  results  of 
the  pilot  study  and  recommenda- 
tions for  future  activities  are  ex- 
pected atthe  1 997  Annual  Meet- 
ing. Therefore,  the  Committee 
recommends  modifying  Report  4 
to  clarify  that  a pilot  project  is 
needed. 

Testimony  on  Board  Report  4 
raised  concerns  about  the  cost  to 
specialty  societies  of  developing 
clinical  practice  guidelines.  The 
Reference  Committee  urged  that 
these  concerns  be  addressed  by 
evaluating  the  AMA's  pricing  and 
fee  structures  as  the  pi  lot  prog  ram 
is  being  conducted.  Concern  was 
also  raised  that  the  guidelines 
might  inappropriately  be  used  to 
indicate  a standard  of  care.  A 
memberof  the  Board  of  Trustees 
drew  attention,  however,  to  page 
4 of  Board  Report  4,  on  lines  25- 
35,  which  specifically  outlines  the 
disclaimer  that  approved  guide- 
lines are  not  to  be  used  asfixed 
protocols.  Finally,  the  rationale 
for  the  AMA's  evaluation  of  prac- 
tice parameters  was  questioned. 
The  Committee  notes  that  with  the 


adoption  of  Policy  4 1 0.975,  the 
House  of  Delegates  directed  the 
AMAto  engage  in  this  undertaking 

Resolution  7 1 0 ca-l Is  forthe  AMA 
to  draft  federal  legislation  to 
achieve  the  goal  of  requiring 
medical  claims  examiners  to  com- 
plete a courseofstudywhich  is 
AMAapproved  and  leadsto  certi- 
fication and  licensure. 

Resolution  704  calls  forthe  AMA 
to  actively  seek  implementation  of 
regulation  and/or  passage  of  leg- 
islation which  would  prohibit  the 
practice  of  retrospective  denial  of 
payments  for  care  that  has  been 
precertified  except  when  false  in- 
formation has  knowingly  been 
given  to  the  insurer. 

Resolution  703  calls  forthe  AMA 
to  work  with  the  American  Acad- 
emy of  Pediatrics:  (l)toanalyze 
thedefinition  of  medical  necessity 
proposed  bythe  National  Institute 
of  Health  Care  Management  to 
consider  its  impact  on  access  to 
health  care  as  well  as  its  effect  on 
children's  health  should  it  be 
widely  adopted,  and  (2)  in  devel- 
oping a definition  of  medical  ne- 
cessitytobeused  by  public  and  pri- 
vate insurers  which  would  ensure 
the  health  needs  of  indi  vidua  Is,  es- 
pecially those  of  children,  we  re 
met. 

In  response  to  a request  by  the 
House  of  Delegates,  Council  on 
Medical  Service  Report  4 updates 
the  AMA's  definition  of  "managed 
care"  that  was  developed  jointly  by 
the  Council  on  Medical  Service 
and  Council  on  Long  Range  Plan- 
ning and  Development  in  1991. 

Board  of  Trustees  Report  1 4 dis- 
cusses efforts  to  implement  Policy 
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285.983  which  supports  expand- 
ing the  concept  of  physician  gov- 
ernance of  medical  delivery  sys- 
tems. The  Board  concludes  that  it 
would  be  impossible  to  develop 
universally  applicable  model  by- 
laws mandating  a specific  form  for 
physician  involvement  in  man- 
aged careplans.  Nonetheless,  the 
Board  recommends  that  man- 
aged care  plans  mustincorporate 
a substantial  role  for  practicing 
physicians  in  setting  guidelines 
and  reviewing  and  adjudicating 
patient  care  quality  issues. 

Council  on  Medical  Service  Re- 
port 5 discusses  the  need  for  phy- 
sicians contemplating  practice  in 
integrated  health  planstoattempt 
to  determine  the  degree  to  which 
decisions  impacting  on  patient 
carewill  besubjecttoinfluenceor 
control  by  plan  administration,  so 
as  to  make  completely  informed 
decisions  concerning  plan  partici- 
pation. The  Counci  I recommends 
adoption  of  1 6 professional  deci- 
sions critical  to  high  quality  patient 
care  that  should  always  be  the  ul- 
timate responsibility  of  the  physi- 
cian practicing  in  a health  plan, 
whether  in  primary  care  ora  nother 
specialty. 

Resolution  70 1 calls  forthe  AMA 
to  establish  policy  that  the  require- 
ment of  maintaining  hospital 
medical  staff  privileges  in  order  to 
participate  in  managed  care  con- 
tract panels  may  not  be  appropri- 
ate for  every  physician  and  further, 
that  managed  care  entities  should 
have  an  effective,  physician-di- 
rected peer  review  mechanism  to 
fairly  evaluate  their  participating 
physicians. 

Resolution  702  calls  forthe  AMA 
to  establish  itself  as  a national  re- 


source for  patient  information  and 
advocacy  within  the  current  man- 
aged care  environment  by  devel- 
oping managed  care  informa- 
tional resources  for  patients  and 
further,  to  investigate  the  use  of  the 
World  Wide  Web  to  create  a Man- 
aged Care  Patient  Information 
Center  to  house,  collect  and  pub- 
licize information  on  managed 
care  plans. 

Resolution  722  calls  forthe  AMA 
to:  (1 ) seek  to  have  included  in  the 
data  collection  procedures  used 
by  businesses  and  government  the 
physician's  perspective  of  the 
value  of  the  managed  care  plan, 
including  hisAier  knowledge  of  the 
elements  of  care  denial  or  other 
measures  known  only  to  the  physi- 
cian, but  directly  impacting  upon 
the  treatment  of  the  consumer;  (2) 
reviewdata  collection  procedures 
used  thro ughout the  United  States 
to  ensure  the  availability  and 
broad  representation  of  physician 
in  put  in  all  reports  used  to  measure 
a plan's  efficiency  or  effective- 
ness; (3)  advocate  for  the 
self-evidentrightofthe  consumer 
to  know  a physician's  assessment 
of  a managed  care  plan,  particu- 
larly the  elements  of  denial  of  care, 
so  that  the  consumer  may  make  in- 
formed decisions  regarding  the 
qualityof  the  plan;  and  (4)  favor 
regulations  that  require  broad 
physician  input  in  the  evaluation 
of  managed  care  organizations 
and  thatthe  results  of  such  evalu- 
ations be  public.  Among  the  lim- 
ited testimony  heard  by  the  Refer- 
ence Committee  was  a recom- 
mendation thatthe  firstthree  re- 
solves of  Resolution  722  be  de- 
leted. Upon  close  review  of  AMA 
policy,  your  Reference  Committee 
believes  that  the  following  policies 
currently  address  the  intent  of 


Resolutions  722. 

The  AMA  urges  the  National  Com- 
mittee  for  Quality  Assurance 
(NCQA)  to  include  physician  sat- 
isfaction  surveys  of  practicing  phy- 
sicians participating  in  managed 
care  organizations  as  an  addi- 
tional measure  of  assessing  the 
qualityof  managed  care  organiza- 
tions underNCQA's  accreditation 
processes  (Policy  4 50. 964  [5]). 

The  AMA  continues  to  advocate 
for  the  enactment  of  state  and  fed- 
eral laws  and  regulations  that 
would  provide  for  patient  protec- 
tion and  physician  fairness,  in- 
cluding providing  enrollees  and 
participating  physicians  with  the 
opportunity  to  complete  a "report 
card"  at  regular  intervals  for  ap- 
propriate dissemination  regard- 
ing the  quality  of  service  rendered 
by  the  managed  care  organization 
(Policy  285.981  [le]). 

In  addition,  the  Committee  noted 
that  AMAdraftfederal  legislation, 
the  "Health  Benefit  Plan  Disclo- 
sure Act,"  would  require  health 
benefit  plans  to  provide  annual 
enrolleeand  providersatisfaction 
statistics  (including,  but  not  limited 
to,  percent  re-enrollment  statistics 
and  reasons  for  leaving  the  plan) 
to  all  prospective  enrollees  and 
current  enrollees. 

Resolution  708  calls  forthe  AMA 
toestablish  policy  that  amend- 
mentsto  managed  care  contracts 
sent  to  participating  physicians 
should  a I low  for  a minimum  of  60 
days  for  review  and  state  that  the 
amendments  will  not  be  consid- 
ered accepted  unless  the  provider 
affirmatively  signs  and  returns 
them,  and  thatthe  covering  letter 
specifically  state  howthe  provider 
canamendthe  proposed  amend- 
ments. 


Del  Med  Jrl , March  1997,  Vol  69  No  3 


175 


AMA  Interim  Meeting 


Resolution  71  1 calls  for  the  AMA 
to  strongly  denounce  and  oppose 

( 1 ) mandatory  notification  of  pa- 
tients by  providers  voluntarily 
leaving  managed  care  plans,  and 

(2)  any  type  of  managed  care  plan 
review  or  preapproval  of  any  noti- 
fication letters  a physician  may 
wish  to  send  to  his/her  patients. 

Resolution  713  calls  for  AMA 
policy  to  strongly  oppose  making 
a physician  financially  liable  for 
referring  patients  to  "non-plan" 
providers  or  using  non-formulary 
drugs,  or  for  any  appropriate 
medical  care  they  deliver. 

Resolution  7 1 8 calls  for  the  AMA 
tostudythe  legal  appropriateness 
of  insurers  refusing  to  provide  the 
most  basic  component  of  a con- 
tractual arrangement  which  isthe 
reimbursement  to  the  provider  for 
contracted  services,  and,  if 
deemed  inappropriate,  deter- 
mine what  legal  remedies  may  be 
implemented/legislated  to  prevent 
such  actions. 

Resolution  720  calls  for  the  AMA 
to  conduct  an  investigation  into 
whether  fraudulent  schemes  are 
being  perpetrated  on  the  public  by 
managed  care  organizations  to 
avoid  payment  for  proper  and  le- 
gitimate ca  re. 

Your  Reference  Committee  was 
supportive  of  the  intent  of  these 
two  resolutions.  The  Committee 
notes  that  Pol  icy  2 85. 991  [1  c]  ad- 
vocates for  the  enactment  of  state 
and  federal  laws  and  regulations 
thatwould  require  managed  care 
plans  to  disclose  all  participation 
requirements  and  selective  con- 
tracting criteria  to  applying  physi- 
cians. The  Committee  believes 
that  this  policy  should  be  reaf- 


firmed. The  Committee  also  be- 
lieves, that,  before  the  AMA  pur- 
sues a legal  ana  lysis,  it  needs  to  re- 
ceive and  review  sufficient  ex- 
amples of  managed  care  con- 
tracts which  may  not  contain  ad- 
equate information  regarding  the 
payment  schedules  of  managed 
care  plans,  as  well  as  incidents  in 
which  unilateral  alterations  in 
contracts  may  have  been  made 
without  appropriate  notification 
to  the  physician.  In  addition,  the 
Committee  believes  that  state 
medical  associations  should  refer 
any  alleged  incidents  of  managed 
care  plans  avoiding  payment  for 
the  provision  of  proper  and  legiti- 
mate medical  services  to  the  AMA/ 
State  Medical  Society  Litigation 
Center  for  review.  Currently,  33 
state  medi cal  associations  partici- 
pate in  this  activity  with  the  AMA. 

Resolution  723  calls  forthe  AMA 
to  encourage  all  hospital  em- 
ployed/contracted  physicians  to 
be  prospectively  involved  in  the 
hospital  negotiations  for  capita- 
tion and  global  billing  contracts.  It 
also  states  that  the  hospital  em- 
ployed/contracted physician  be 
informed  regarding  the  actual  fee 
dedicated  to  the  physician  com- 
ponent of  the  contractua I ar- 
rangement; and  that  all  potential 
hospital  employed/contracted 
physicians  request  a bona  fide 
hospital  plan  which  separates  the 
actual  reimbursement  allocated 
to  the  employed  or  contracted 
physician.  This  resolution  also 
states  that  the  AMArequestthatthe 
American  Hospital  Association 
(AHA)  promulgate  that  physicians 
be  prospectively  involved  in  nego- 
tiations for  contractual  arrange- 
ments and  that  the  AHA  encour- 
age a policy  of  hospital  adminis- 
trations' divulgence  of  the  con- 


tracted fee  component  dedicated 
to  hospital  employed/contracted 
physicians. 

Mandatory  point  of  service  (POS) 
provisions  in  all  health  benefit 
plans  was  proposed  forthe  fourth 
time.  The  concept  of  requiring  an 
optional  POS  feature  was  again 
preferred  bythe  majority  of  the 
delegates. 

Inconsistenciesin  NCQAaccredi- 
tation  of  credential  verification  or- 
ganizations (CVOs)  were  consid- 
ered. Multiple  problems  were  re- 
ferred to  the  Board  of  Trustees  for 
decision. 


Ref  e re  n ce  C om  m ittee  H 
Health  Care  Data/Systems 

Submittedby  Michael J.  Bradley,  D O. 

A resolution  concerning  the  ICD- 
9 coding  of  the  toxic  effects  of  sili- 
cone was  adopted . Thisdemands 
that  the  National  Centerfor  Health 
Statistics  remove  a recently  estab- 
lished code  for  toxic  effects  of  sili- 
cone from  the  I CD- 9-CM  classifi- 
cation. 

A resolution  that  addresses  the 
needformedical  staff  officersand 
comm  ittee  chairs  to  be  free  to  rep- 
resentthe  interests  of  the  medical 
staff  without  coercion  orthreat  of 
retaliation  was  strongly  sup- 
ported. 

There  were  five  resolutions  and  a 
Board  ofTrustees  report  concern- 
ing HCFA  rules  on  coding  for  lab 
services.  These  were  referred  to 
the  Board  forfurtherstudy  in  light 
of  HCFA's  upcoming  new  list  of 
approved  panels  of  tests. 
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Th  ere  was  considerable  discus- 
sion concerning  the  implementa- 
tion of  the  RBRVS  practice  expense 
changes  due  to  go  into  effect 
January  1 998.  Atthe  AMAan  nual 
meeting  in  June,  the  House  voted 
to  delay  the  implementation  one 
yearas  a compromise  between  the 
office  based  specialties  and  those 
who  are  proceduralists.  This 
policy  was  reaffirmed  with  recom- 
mendations that  the  changes  be 
based  on  data  generated  by  ac- 
tual resources.  The  representative 
of  HCFA  stated  n umerous  times 
that  the  final  regulation  will  be 
available  this  spring  and  that  Con- 
gress has  not  changed  the  date  of 
implementation. 

New  JCAHO  policy  was  outlined 
in  a Board  report  concerning  the 
numerous mergersof hospitals.  It 
is  no  longer  JCAHO  policy  that 
when  two  or  more  hospitals  merge 
there  be  only  one  medical  staff. 
The  JCAHO  will  allow  separate 
medical  staffs  in  one  hospital  sys- 
tem if  the  physical  locations  are  in 
different  geographic  locations,  or 
if  they  serve  different  populations 
of  patients. 

Finally,  there  were  several  resolu- 
tions supported  to  help  the  physi- 
cians learn  to  code  appropriately, 
and  encourage  the  AM  A to  con- 
tinue its  correct  coding  initiative 


ReferenceCommitteel 
Special  Campaign  Committee 

Submitted  by  James  P Marvel,  M.D. 

This  Special  Committee  was  ap- 
pointed by  the  Speakers  to  ob- 
serve the  campaign  and  election 
processatthe  1 996  Annual Meet- 
ing, solicit  suggestions  from  del- 
egates for  revisions  in  existing 
AM  A policy  on  campaign  expen- 
ditures, and  the  election  proce- 
dures andtosubmita  final  re  port 
atthe  1 996lnterimMeeting.  Atthe 
request  of  the  Speakers,  the  Spe- 
cial Committee  also  served  as  the 
Reference  Committee  to  receive 
testimony  on  the  proposals  and 
suggestions  the  Special  Commit- 
tee heard  relating  to  the  concerns 
expressed. 

The  testimony  heard  in  the  Refer- 
ence Committee  was  confusing,  at 
best.  Foralmost  every  issue  there 
were  at  least  ten  tofifteen  different 
suggestions,  all  of  which  seemed 
to  have  some  degree  of  merit.  At 
the  completion  of  this  Reference 
Committee,  a final  report  of  the 
Reference  Committee  was  antici- 
pated with  some  confusion,  how- 
ever, the  Reference  Committee 
was  fairly  straightforward,  despite 
this  ratherconfusing  testimony. 

.Six  specific  issues  were  listed  to  be 
addressed  bythis  ReferenceCom- 
mittee.  The  recommendations  of 
the  Reference  Committee  in  re- 
gard tocampaign  literature,  were 
accepted  by  the  House  of  Del- 
egates, consisting  of  the  fact  that 
the  publication  of  the  AMA  Elec- 
tion Manual  will  be  continued, 
publication  of  candidate  inter- 
views in  AMA  News  should  be  fea- 
tured priorto  the  AMA  elections, 
and  no  campaign  literature  shall 


be  distributed  afterthe  opening 
session  of  the  House  of  Delegates. 
This  last  item  was  adopted  after  a 
stand-up  count  vote,  which  was 
fairly  close. 

It  was  accepted,  on  the  recom- 
mendation of  the  Reference  Com- 
mittee, by  the  House  of  Delegates 
that  campaign  memorabilia  shall 
be  limited  to  either  a button,  pin,  or 
sticker.  No  other  campaign 
memorabilia  shall  be  distributed 
atanytime.  It  was  also  recom- 
mended, and  accepted  by  the 
House  of  Delegates,  that  disclo- 
sure of  violations  be  made  the 
night  before  the  elections. 

As  far  as  candidate  exposure  was 
concerned,  it  was  accepted  that 
the  Speaker's  office  will  coordi- 
nate the  scheduling  of  candidate 
interviews  for  genera  I officer  posi- 
tions (Trustees,  President-Elect, 
Speaker, and ViceSpeaker).  Itwas 
further  recommended  that  the 
Speaker's  office  evaluate  the  fea- 
sibility of  extending  coordination 
of  the  scheduling  of  the  candidate 
interviewsforall  otherelected  po- 
sitions to  assure  adequate  time 
blocks  between  scheduled  inter- 
views. 

This  Reference  Committee  was 
also  alerted  to  the  fact  that  long 
lists  of  nominees  a re  submitted  for 
appointed  positions  on  AMA 
Councils,  while  the  number  of 
nominees  submitted  for  elected 
positions  on  AMA  Councils  is 
muchsmaller.  Someofthosewho 
testified  addressed  the  cost  of  a 
campaign  as  a determining  factor 
in  a members  consideration  as 
whetherto  seek  an  elected  posi- 
tion. Severalsuggestionswereof- 
fered  relating  to  the  fact  that  the 
appointment  of  members  of  the 
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Councils  and  Legislation  and 
AMPAC  has  worked  well  and 
should  not  be  changed,  but  that 
election  of  members  of  the  Coun- 
cil on  Long  Range  Planning  and 
Development  might  be  advanta- 
geous. It  was  recommended  and 
accepted  bythe  House  of  Del- 
egates that  the  Board  of  Trustees 
be  urged  to  considerthe  merits  of 
having  members  of  the  Counci  I on 
Long  Range  Planning  and  Devel- 
opment elected  by  the  House  of 
Delegates  if  revision  in  Council 
functions,  termsand  rolesarecon- 
templated. 

The  Reference  Committee  heard 
support  for  electronic  balloting 
but  opposition  toachangeinthe 
time  of  elections  at  the  Annual 
Meeting.  It  was  recommended  by 
the  Reference  Committee  and  ac- 
cepted bythe  House thatthe  AMA 
i nvestigate  the  feasibility  of  in  itiat- 
ing  electronic  balloting  at  the 
1 997  Annual  Meeting. 

Extensive  testimony  was  offered 
on  the  importance  of  having  social 
functions  during  AMAAnnual  and 
Interim  Meetings.  The  rest  of  the 
testimony  appeared  to  be  on  how 
costly  many  social  functions  have 
become.  Anumberofsuggestions 
were  made  for  ways  in  which  cost 
could  be  reduced  without  elimina- 
tion of  social  functions.  Thefinal 
recommendation,  which  was  ac- 
cepted bythe  Houseof  Delegates, 
was  that  social  functions  at  the 
AMAAnnual  and  Interim  Meetings 
may  be  continued  without  bands, 
entertainment,  lavish  decorations 
andformal  reception  lines.  Adop- 
tion of  one  or  more  of  the  follow- 
ing options  may  be  considered  by 
sponsors  of  social  functions  seek- 
ing to  limit  expenditures:  utilizing 
a cash  or  no- host  bar;  limiting  al- 


coholic beverages  to  beer  and 
wine;  and  eliminating  all  alco- 
holic beverages.  Itwas  recom- 
mended that  referral  to  the  Board 
of  this  recommendation  be  made 
forfurtherstudy,  however,  this  rec- 
ommendation wasadopted  bythe 
House  of  Delegates. 

Significant  testimony  was  offered 
regarding  the  difficulty  of  monitor- 
ing compliance  with  campaign 
rules  and  enforcing  penalties  for 
violations.  It  was  recommended 
that  each  candidate  shall  report 
money  spent  from  all  sources  for 
hisorher  campaign  to  the  Speak- 
ers no  laterthan  three  monthsfol- 
lowingtheAnnualMeeting.  There 
was  considerable  discussion  at  the 
House  of  Delegates  in  regard  to 
this  recommendation,  and  as  a re- 
sultthis  recommendation  was  not 
adopted. 

The  Referen ce  Committee  recom- 
mended that  campaign  rules  gov- 
erning campaign  activities  during 
the  Interim  Meeting;  a single  big 
party  at  the  Annual  Meeting;  dis- 
plays of  campaign  posters,  signs 
and  literature  in  public  areas  of 
hotels;  and  candidates  attending 
state  medical  society  meetings 
onlyon  invitation,  be  reaffirmed  in 
accordance  with  AMA  Policy 
550.992. 

In  summary,  this  Committee  did 
not  recommend  sweeping 
changes  in  the  campaign  and 
election  process,  but  really  sought 
to  reaffirm  existing  policyand  ex- 
pressed significant  concern  re- 
garding the  in  creasi ng  cost  of 
these  campaigns,  particularly  for 
smaller  state  societies.  Atthe 
completion  of  this  report,  a motion 
was  made  to  continue  the  activities 
of  this  committee. 


Re  port  of  Reference 
Committeeon  Amendments 
toConstitutionand  Bylaws 

SubmittedbyMichaelJ.  Bradley,  D.  O. 

There  were  several  resolutions 
and  reports  of  controversy  dis- 
cussed by  this  committee.  These 
included  changing  the  size  and 
composition  of  the  Board  of  Trust- 
ees, terms  of  office  of  AMA  coun- 
ci Is,  the  use  of  restrictive  covenants 
during  residency  and  fellowship 
training,  and  the  disclosure  of 
medical  recordsof  candidates  for 
public  office. 

The  five  year  re  view  of  specialty  so- 
ciety representation  in  the  House 
revealed  that  the  American  Col- 
lege of  Legal  Medicine  had  failed 
to  maintain  its  required  member- 
shipof  AMAmembers.  Ittherefore 
lost  its  member  in  the  House,  but 
will  continue  to  be  represented  in 
the  Specialty  and  Service  Society 
(SSS). 

The  complex  issues  of  multiplex 
genetics  testing  was  reviewed  by 
The  Council  on  Ethical  and  Judi- 
cial Affairs  (CEJA).  Itwasdecided 
that  physicians  should  not  rou- 
tinely order  tests  for  multiple  ge- 
netic conditions,  and  thatthe  pa- 
tient have  full  counseling,  and  in- 
formed consent  has  been  re- 
ceived. 

There  have  been  instances  where 
family  members  fail  to  follow 
through  with  the  wishes  of  a patient 
todonateallorpartofhisbody. 
Section  3 of  Opinion  2. 1 6 was 
amended  to  prevent  family  mem- 
bers from  revoking  a patient's 
consentto  donate. 

Bylaws  were  approved  to  follow 
through  with  the  changes  ap- 
proved atannual  '96  to  increase 
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the  Specialty  Society  representa- 
tion in  the  House.  Each  seated 
specialty  shall  have  oneseat  for 
each  2,000  AMA  members  who 
select  that  specialty,  increasing  to 
one  seat  for  each  1 ,000  AMA 
members  by  the  fourth  year.  Bal- 
lots will  be  sentto  all  AMA  mem- 
bers and  fourth  year  medical  stu- 
dents every  year.  Only  ballots  re- 
turned to  the  AMA  will  count.  You 
are  encouraged  to  send  your  bal- 
lot in  if  you  want  your  specialty  to 
represent  you! 

A special  committee  to  study  the 
AMA  Board  ofTrustees  made  sev- 
eral recommendations: 

• Theterm  ofservice  will  befour 
years 

• Student  membersterm  is  one 
year,  resident  membertwo 
years. 

• The  maximum  period  of  service 
will  be  eight  years  with  a transi- 
tion period  forthose  on  the 
Board  now. 

• The  resolutions  to  expand  the 
Board  by  five  members  with  slot- 
ted seats  for  Primary  Care, 
Medical  Subspecialities,  Surgi- 
cal Specialties,  other  special- 
ties and  one  seat  for  large  prac- 
tices was  defeated. 

• Thatfive  years  afterthe  institu- 
tion of  the  four  year  term  system 
there  will  be  an  evaluation  by 
the  speaker. 

The  Council  on  Long  Range  Plan- 
ning and  Development  (CLRPD) 
proposed  that  the  terms  of  office  of 
the  Councils  also  be  four  years. 
This  was  accepted  with  the  one 
seven  year  term  ontheCEJAand 
yearly  terms  for  members  of  the 
council  on  legislation  remaining 
thesame. 

The  CLRPD  also  recommended 
and  the  House  approved,  thatthe 
term  of  office  of  delegatesand  al- 


ternates remain  at  two  years,  but 
grant  states  and  specialty  societies 
to  set  the  date  when  they  would  as- 
sume office.  (It  is  currently  policy 
that  delegates  assume  office 
January  1 stofthefollowing  year.) 

CEJArecommended  thefol  lowing 
policy  on  medical  futility  inend-of- 
life  care. 

• That  health  care  institutions 
adopta  policyon  medical  futil- 
ity. 

• Thatpoliciesfollowa  due  pro- 
cess approach  (seven  steps 
were  outlined). 

The  following  resolution  on  ad- 
vance care  planning  was  ac- 
cepted: ThattheAMAcontinueef- 
forts  to  better  educate  physicians 
in  the  skills  necessary  to  increase 
the  prevalence  and  quality  of 
meaningful  advance  care  plan- 
ning,includingthe  useofadvance 
directives,  and  to  improve  recog- 
nition of  and  adherence  to  a 
patient's  advance  care  decisions. 

The  Young  Physicians  Section 
(YPS)  testified  on  a number  of  pro- 
grams where  the  resident  was  not 
aware  of  a restrictive  covenant  in 
their  employment  until  they  had 
already  "matched"  with  a pro- 
gram. Therefore,  it  was  resolved 
that  the  AMA  strongly  urge  resi- 
dency and  fellowship  training  pro- 
grams that  utilize  restrictive  cov- 
enants to  provide  written  intent  to 
impose  such  restrictions  in  ad- 
vance of  the  interview  process. 

And  finally,  the  House  rejected  a 
resolution  that  would  disclose  ap- 
propriate medical  records  of  all 
candidates  for  public  office.  This 
wasfeltto  be  a potential  problem 
of  privacy  versus  the  public's  right 
to  know,  for  which  the  AMA  should 
not  issue  guidelines. 


The  Young  Physicians 
Section 

Submittedby  Michael S.  Katz,  M.D. 

The  AM A's  Young  Physi cians  Sec- 
tion held  its  Interim  assembly 
meeting  on  December5-7,  1 996 
in  Atlanta.  The  AMA-YPS  Assem- 
bly is  composed  of  delegates  rep- 
resenting their  constituent  state 
medical  societies,  specialty  soci- 
eties, and  branches  of  the  uni- 
formed services.  Representatives 
areundertheageof40orhave 
been  in  practice  lessthanfiveyears 
if  they  are  over  theageof40and 
are  members  of  the  AMA. 

Summarized  here  are  resolutions 
presented  for  debate  and  voted  on 
by  The  AMA-YPS  Assembly: 

AMA  International  Medical 
Graduates  (IMG)  Section: 

The  AMA-YPS  voted  into  policy  its 
support  of  the  creation  of  an  IMG 
Section  with  designated  represen- 
tation in  the  AMA  House  of  Del- 
egates. 

Board  Certification: 

Directs  the  YPS  Governing  Coun- 
cil to  review  and  report  on  a peri- 
odic basis  the  requirements  for 
board  certification  and  recertifi- 
cation, the  number  of  times  a phy- 
sician can  qua  lify  for  various 
board  certification  exams,  re- 
quirements for  reentry  into  the  cer- 
tification process,  and  statistics  on 
board  passage  rates.  The  goal  is  to 
assure  fair  disclosure  of  informa- 
tion to  medical  students  and  resi- 
dents, and  to  eliminate  practices 
that  a re  potentially  discriminatory 
toward  young  physicians. 
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CME  and  Board  Certification: 

Directs  the  YPS  Governing  Coun- 
ci I to  study  and  issue  a report  at  the 
1 997  Annual  Meeting  on  the  cur- 
rent and  potential  roles  of  continu- 
ing medical  education  and  perfor- 
mance indicators  in  the  board  re- 
certification processes. 

Board  Certification  of  General/ 
Family  Practitioners: 

Supports  the  development  of 
guidelines  to  determine  physician 
competence,  including,  but  not 
limited  to,  performance  indica- 
tors, board  certification,  profes- 
sional experience,  continuing 
medical  education  and  teaching 
experience.  This  resolution  re- 
sulted from  reports  that  board  cer- 
tification has,  at  times,  been  inap- 
propriately utilized  as  a perfor- 
mance indicator  and  sole  mea- 
sure of  physician  competence. 

Exposure  of  Medical  Students 
and  Residents  to  Blood  Borne 
Pathogens: 

Referred  to  the  YPS  Governing 
Council  for  further  study  and  re- 
port at  A-97.  The  resolution 
sought  training  for  medical  stu- 
dents and  resident  physicians  in 
the  use  of  universal  precautions 
and  that  criteria  for  proficiency  in 
invasive  procedures  be  estab- 
lished to  minimize  students'  and 
residents'  risk  of  exposure  to  blood 
borne  pathogens. 

Restrictive  Covenants  During 
Training: 

Asks  the  AMAto  urge  residency  and 
fellowship  training  programs  that 
utilize  restrictive  covenants  to  pro- 
vide written  intent  to  impose  restric- 
tions in  advance  of  interviews  and  to 
urge  The  Counci  I on  Ethical  a ndJu- 
dicialAffairsto  considerstrengthen- 


ing  its  current  opinion  against  re- 
strictive covenants  including  elimi- 
nation of  restrictive  covenants. 

Physician  Work  Force/Supply 
and  Graduate  Medical 
Education  Financing: 

Affirmed  and  supported  current 
AMA  policyfora  federal  system  of 
financing  graduate  medical  edu- 
cation based  on  an  a 1 1- payer  con- 
tribution; supported  the  establish- 
ment of  a voucher  system  to  pro- 
vide funding  payment  forthe  train- 
ing program  at  the  site  where  train- 
ing occurs;  supports  eligibility  for 
additional  vouchers  on  a com- 
petitive basis  to  IMGs  to  the  limits 
set  by  the  new  public/private  sector 
work  force  planning  group;  sup- 
port the  development  of  alterna- 
tive options  for  support  of  teach- 
ing hospitalstoachievefiscalsta- 
bility  with  reductions  in  Medicare 
Indirect  Medical  Education  Ad- 
justment payments  and  to  develop 
alternative  approaches  to  provide 
patient  services  previously  pro- 
vided by  resident  physicians. 

Insurance  Company 
PaymentRefusals: 

Asks  the  AMA  to  assess  the  prob- 
lem of  insurance  companies  retro- 
spective and  prospective  blanket 
refusals  and  condemn  this  activity 
as  being  detrimental  to  patient 
care. 

Codingfor  Medically 
Necessary  Screenings: 

Asks  the  AMA  to  work  with  appro- 
priate specialty  societies  and  third 
party  payers  to  develop  billable 
codes  for  medically  indicated  di- 
agnostic and  survei  I la  nee  services 
including  appropriate  rule-  out 
services. 


Protecting  Physicians  ’Rolesas 
Patient  A dvocates: 

Affirms  AMA  policy  providing 
guidelines  for  ethical  issues  in 
managed  care.  Patient  advocacy 
is  a fundamental  element  of  the 
physician-patient  relationship 
that  should  not  be  altered  by  the 
health  care  system  in  which  physi- 
cians practice;  physicians  should 
have  the  right  to  enter  into  what- 
ever contractual  arrangements 
with  health  care  systems  they 
deem  desirable  and  necessary, 
opposes  any  type  of  health  care 
system  whereby  physicians  re- 
ceivegreaterfinancial  reward  for 
providing  less  care  to  patients. 

Restraintof  Trade: 

Asks  the  YPS  Governing  Council 
to  investigate  the  legal  basis  of 
closed  physician  panel  being  a 
restraintoftradeand  includedata 
that  illustrates  that  there  are  true 
cost  savings  from  closed  system 
panels  over  open  panels  with  re- 
stricted fees  and  report  back  to 
The  Assembly  at  A-97. 

Tax  Deductions  for  Those  Who 
Provide  Indigent  Care: 

Referred  to  The  Governing  Coun- 
cil for  report:  seeks  to  establish 
AMA  policy  to  support  a tax  de- 
duction for  physicians  who  pro- 
vide health  care  to  indigent  pa- 
tients. 


If  you  wish  to  learn  more  a bout  The 
Medical  Society  of  Delaware's 
Young  Physicians  Section,  orthe 
AMA-YPS,  please  contact  Mr.  Mark 
Meister,  Executive  Director, 
Medical  Society  of  Delaware  (302) 
658-7596.  The  next  meeting  of  the 
AMA-YPS  will  be  at  its  annual 
assemblymeeting,June  19-21, 

1 997  in  Chicago. 
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ANNOUNCING: 


CREDENTIALING  CONNECTION 


Delaware's  Professional  Verification  Service 


Thorougfk 


Effective 


Confidential 


For  thorough,  effective,  and  confidential  credentialing,  CREDENTIALING  CONNECTION  offers 
various  services  for  physicians,  managed  care  organizations,  and  hospitals,  including: 


A 

A 

A 


Application  Completion 
Primary  Source  Verification 
Credentialing  and  Recredentialing 


Our  service  meets  or  exceeds  the  requirerments  of  such  accrediting  agencies  as  the  National  Committee 
for  Quality  Assurance  (NCQA)  and  the  Joint  Commission  on  Accreditation  of  Healthcare 
Organizations  (JCAHO). 

For  information  call:  Gina  Bodycot  RN,  BSN  (302)  658-7596  or  (800)  348-6800. 

CREDENTIALING  CONNECTION  is  a wholly  owned,  for-profit  subsidiary  of  the  Medical  Society  of  Delaware. 


MAKING  A WORLD  OF 
DIFFERENCE... 

MDA-supported  investigators  are  a pioneering 
force  in  genetics  and  gene  therapy.  While 
speeding  treatments  and  cures  for  neuro- 
muscular disorders  affecting  more  than  a 
million  Americans,  they  have  made  significant 
advances  that  may  lead  to  therapies  for  heart 
disease,  cancer,  arthritis,  Alzheimer’s, 
Huntington’s,  Parkinson’s,  AIDS  and  cystic 
fibrosis. 

Giving  to  MDA  makes  a world  of  difference. 


MUSCULAR  DYSTROPHY  ASSOCIATION 

(800)  572-1717 


INDEX  TO  ADVERTISERS 

Air  Force 
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Arbors  at  New  Castle 

183 

Christiana  Bank  & Trust  Company 
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MSD  Insurance  Services 
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Papastavros'  Assoc.  Medical  Imaging 
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Performance  Physical  Therapy 
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Women's  Imaging  Center  of  Delaware 

144 

INFORMATION  FOR 
ADVERTISERS 

The  Delaware  Medical  Journal  is  a monthly  publica- 
tion of  the  Medical  Society  of  Delaware.  The  Journal 
reaches  approximately  75  percent  of  the  state's 
physicians,  as  well  as  medical  libraries,  and  hospi- 
tals; its  circulation  is  approximately  1 ,630. 

Full-,  half-  and  quarter-page  advertisements  are 
accepted.  Half-  and  quarter-page  ads  may  be  either 
vertical  or  horizontal.  The  Journal  can  provide  such 
services  as  four-coloror  matched  colorads;  camera 
work  (halftones,  line  shots);  and  typesetting. 

Closing  for  space  reservations  is  the  first  of  the 
month,  two  months  prior  to  publication.  Closing  for 
materials  is  the  first  of  the  month,  one  month  priorto 
publication. 

All  advertisements  are  subject  to  approval  by  the 
Publications  Committee  of  the  Medical  Society  of 
Delaware. 

For  a media  kit  or  for  more  information,  call  Kristine 
Riccardino  at302/658-7596  or80CK348-6800  (Kent 
or  Sussex  Counties). 


Literacy  Volunteers  of  America 

Literacy  Volunteers,  a nonprofit  organiza- 
tion which  teaches  adults  to  read  and  non- 
English  speakers  conversational  English,  will 
be  holding  a training  Workshop  for  new 
tutors  on  Saturdays  in  April. 

The  Workshops  will  be  held  from  9:30  a.m. 
to  2:30  p.m.  on: 

April  5 - April  12  - April  19 

Instead  of  eight  shorter  weekday  sessions, 
these  condensed  daytime  Workshops  are 
offered  for  those  who  are  unavailable  dur- 
ing the  week.  Due  to  their  intense  nature, 
volunteers  must  attend  all  three  sessions. 

Please  call  658-5624  fo  r more 
information. 
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The  Optimum 
Referral  Option 


The  Arbors  at  New  Castle 
Subacute  and  Rehabilitation 
Center  is  a 120-bed  Center 
specializing  in  providing  the 
area's  finest  subacute, 
rehabilitation  and  basic 
healthcare  services. 

In  today's  cost  conscious 
environment,  healthcare 
roviders  are  increasingly 
eing  asked  to  produce 
optimal  medical  results  at 


minimal  costs.  That's 
precisely  what  the  Arbors 
at  New  Castle  is  designed, 
staffed  and  equipped  to  do. 

When  combined  with 
our  physician-driven 
interdisciplinary  team 
approach  to  delivering 
care,  our  subacute  care  helps 
high  acuity  patients  recover 
quickly,  at  costs  that  are 
30-60%  less  than  comparable 
care  in  an  acute  care  setting. 


In  addition  to  our  basic 
healthcare  services,  we 
provide  care  through 
specialized  subacute 
programs  in  the  areas  of: 

▲ Respiratory 

▲ Medical  Rehabilitation 

▲ Digestive  Diseases 

▲ Cardiac  Recovery 
A Infusion  Therapy 
A Wound  Care 


For  more  information 
and  a copy  of  our  video 
call  328-2580. 

ARBOR 

ARBORS  AT  NEW  CASTLE 

Subacute  and  Rehabilitation  Center 
32  Buena  Vista  Drive 
New  Castle,  DE  19720 

(302)  328-2580 


What  if  your  investment  manager 
could  add  something  unique  to  your  portfolio? 


Like  maybe  150  years  of  experience. 


For  more  than  150  years,  PNC  Bank  has  been 
helping  individuals  create  and  build  wealth. 
We  start  by  gaining  a thorough  understanding 
of  you  and  your  asset  management  and  estate 
planning  needs.  We  draw  upon  our  highly- 
regarded  investment  research — the  same  research 
used  by  over  250  other  investment  firms  around 
the  world — to  identify  opportunities  for  you. 


Then  we  apply  our  blended  investment  style 
and  disciplined  risk  management  process  to 
help  you  meet  your  investment  goals.  Finally,  our 
professionals  work  closely  with  your  legal,  insurance 
and  tax  advisors  to  develop  and  implement  an 
estate  plan  that  fully  meets  your  personal 
objectives.  Find  out  the  difference  our  experience 
can  make.  Call  John  Amalfitano  at  (302)  429-2025. 


PNC  PRIVATE  BANK 

SM 

Visit  us  on  the  World  Wide  Web.  Our  address  is  http://www.pncbank.com 


Investments  • Trusts  • Banking  Services 


PNC  Private  Bank  is  a service  mark  of  PNC  Bank  Corp.  Banking  and  trust  services  are  provided  as  follows:  Pennsylvania  and  Newjersey,  PNC  Bank,  National 
Association;  in  Massachusetts  and  Connecticut,  PNC  Bank,  New  England;  in  Delaware,  PNC  Bank,  Delaware;  in  Ohio  and  northern  Kentucky,  PNC  Bank,  Ohio, 
National  Association;  in  western  Kentucky,  PNC  Bank,  Kentucky,  Inc.;  in  Indiana,  PNC  Bank,  Indiana,  Inc.;  in  Florida,  PNC  Bank  FSB.  Members  FDIC. 
Brokerage  services  are  offered  through  PNC  Brokerage  Corp,  a registered  broker-dealer  and  member  SIPC.  PNC  Brokerage  Corp  is  a subsidiary  of 

PNC  Bank,  National  Association,  which  is  not  a broker-dealer. 
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Community  Imaging  Center 
At  Limestone  Meets 
All  Your  Medical  Imaging  Needs. 


Limestone  Medical  Center 

1941  Limestone  Road,  Suite  214 

Wilmington,  DE  19808 

Telephone:  (302)  892-6200 

Fax:  (302)  892-6206 

Internet:  www.communitymed.com 


David  S.  Grubbs,  M.D.,  FACC,  FACP 
Medical  Director 

Frank  DiGregorio,  CNMT,  RDMS 
Director  of  Diagnostic  Imaging 


Community  Imaging  Center  Offers: 

| 

Therapy 

Pelvic 

Gastrointestinal  (GI)  Bleed  Scan 

1-131  Thyroid  Ablation 

Retroperitoneal 

Gated  Blood  Pool  (MUGA)  Scan 

Strontium/Bone  Metastases 

Testicular 

Hepatobilary  (HIDA)  Scan 

Thyroid 

Liver  and  Spleen  Scan 

Cardiology 

Transvaginal 

Lung  Scan 

Cardiovascular  Stress  Test 

Meckel’s  Scan 

2-D  Echocardiogram 

Vascular  Ultrasound 

SPECT  Myocardial  Perfusion  Scan 

ECG 

Arterial  Duplex  Scan 

(Cardiolite  or  Thallium) 

Holter  Monitor 

Carotid  Duplex 

Parathyroid  Scan 

Loop  Monitor 

Venous  Duplex  Scan 

Renal  Scan 

Signal  Averaged  ECG 

Testicular  Scan 

Nuclear  Medicine 

Thyroid  Carcinoma  Metastases 

Ultrasound 

Abcess  Localization 

Imaging 

Abdominal 

Brain  Scan 

Thyroid  Scan 

Breast 

Bone  Scan 

Tumor  Localization 

Extremity 

First  Pass 

Offering  imaging  with: 

Obstetrical 

Gastric  Emptying  Scan 

Cardiolite  i.v.p^^mhw 

Prompt,  courteous  service  • 

Test  results  available  in  24  hours  or  less  • 

All  positive  tests  called  and  faxed 

There’s  a Community  Medical  Center  Near  You: 

Silverside  Medical  Center 


2700  Silverside  Road 
Wilmington  (302)  478-1100 

Medical  Aid  Unit 

Laboratory 

X-Ray 


Limestone  Medical  Center 


1941  Limestone  Road 
Wilmington  (302)  992-0500 
Medical  Aid  Unit 
Laboratory 
X-Ray 

Ambulatory  Surgery 
Community  Imaging  Center 
Nuclear  Medicine 
Ultrasound 
Cardiology 
Therapy 


j^mmunity 
Medical  (are,  Jnc 


munity  Jmaging  (enter 


A division  of  Community  Medical  Care,  Inc. 


Serving  and  managing  the  outpatient  needs  of  the  community 
with  quality,  affordable  medical  care  since  1978 


Graduate  Programs  in 

Health  Care 
Administration 

Master  of  Business  Administration 
Master  of  Science  in  Management 

A common  health  care  concentration  in  both  the  MBA  and  MSM  programs  creates  a 
framework  for  professional  advancement  in  the  Health  Care  field. 

Accelerated,  Evening  Course  Format 
Personal  Attention  & Service 

Call  for  More  Information 

(302)  328-9407  or 
(302)  655-5400 
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INSURANCE 
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When  a patient  tells  you,  “I  can’t  take  the  time  for  a check  up,”  your  response 
usually  goes  something  like,  “You  have  to  make  time  for  your  own  health.” 

The  same  holds  true  with  your  insurance  program.  We  know  you’re  busy,  but  “You 
have  to  make  time  for  the  health  of  your  protection.”  We  can  save  you  time  (and 
money)  by  handling  all  your  insurance  needs . . . professional  and  personal. 

Also,  when  you  use  MSDIS/PLI/ZUTZ,  the  Medical  Society  benefits  as  well. 

Call  MSDIS/PLI/ZUTZ  at  658-8000  today, 

An  insurance  check  up  today  could  prevent  a major  financial  crisis  tomorrow. 


Advanced  CT  Imaging 
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• High-Field  MRI  • New  spiral  CT  scanning  • Ultrasound  including  Color  Doppler 
• Fluoroscopy  • Mammography  • Nuclear  Medicine  and  General  X-ray 
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“At  DIA  we  strive  to  be  the  best  not  the  biggest” 

Diagnostic  Imaging  Associates,  PA  

Brandywine  Imaging  Center  • 701  Foulk  Road  • Suite  E-1  • Wilmington  • 654-5300 
Omega  Imaging  Associates  • L-6  Omega  Professional  Center  • Newark  • 738-9300 
^ Omega  Magnetic  Resonance  Imaging  Center  • L-6  Omega  Professional  Center  • Newark  • 738-9300 
Omega  Medical  Center  • K-15  Omega  Professional  Center  • Newark  • 368-5100 
Omega  Nuclear  Diagnostic  Center  • K-15  Omega  Professional  Center  • Newark  • 368-8150 
Pike  Creek  Imaging  Center  • 3105  Limestone  Road  • Suite  106  • Wilmington  • 995-2037 
Wilmington  Magnetic  Resonance  Imaging  Center  • 1020  Union  Street  • Wilmington  • 427-9855 


ISSN  0011-7781 


DELAWARE 

MEDICAL 

JOURNAL 

Official  Publication 

of  the  Medical  Society  of  Delaware 

1925  Lovering  Avenue 
Wilmington,  Delaware  19806-2166 

Editor 

E.  Wayne  Martz,  M.D 


Managing  Editor 

Kristine  M.  Riccardino 


Publication  and 
Editorial  Committee 
Louis  E.  Bartoshesky,  M.D. 
Andrew  J.  Doorey,  M.D. 
Steven  L.  Edell,  D O. 

Neil  S.  Kaye,  M.D. 

James  F.  Lally,  M.D. 

Allan  Levy,  D O. 

Lawrence  M.  Markman,  M.D. 
E.  Wayne  Martz,  M.D. 

James  H.  Newman,  M.D. 
Robert  E.  O'Connor,  M.D. 
Stephen  R.  Permut,  M.D. 

Leo  W.  Raisis,  M.D. 

Nancy  A.  Union,  M.D. 


Business  Manager 
Beverly  Dieffenbach 


FormerEditors 
A.  Henry  Clagett,  Jr. , M.D. 
Robert  B.  Flinn.M.D. 
BernadineZ.  Paulshock,  M.D. 


VOLUME  69  APRIL  1997  NUMBER  4 


CONTENTS 


195  PRESIDENT’S  PAGE 

Unscrambling  the  Perplexity 
Paul  E.  Howard,  M.D. 


197  SCIENTIFIC  ARTICLE 

Neurodevelopmental  Outcome  of  Extremely  Low 
Birth  Weight  Infants  in  Maryland 

Robin  Krause  Blitz,  M.D.  - Renee  C.  Wachtel,  M.D. 
Lillian  Blackmon,  M.D.  - Julie  Berenson-Howard,  Ph.  D. 


207  EDITORIAL 

"Professional"  Testimony 
E.  Wayne  Martz,  M.D. 

209  SCIENTIFIC  ARTICLE 

Evaluating  Mullerian  Anomalies  as  a Cause 
of  Recurrent  Pregnancy  Loss 

Lisa  Nguyen,  M.D.  - Rhondey  I.O.  Harford,  M.D. 
Edward  A.  Trott,  M.D. 

215  SCIENTIFIC  ARTICLE 

Summary  of  the  NIH  Consensus  on  Cervical 
Cancer 

National  Institutes  of  Health 

Office  of  Medical  Applications  of  Research 

219  SHORT  REPORT 

Threat  to  Medicine's  Most  Successful 
Cancer  Screening  Test 

College  of  American  Pathologists 


Entered  as  second-class  matter  June  28,  1929,  at  the  Post  Office  at  Wilmington,  Delaware,  under  the  act  of  March  3, 1879.  Issued  monthly,  periodicals  postage 
paid  at  Wilmington,  Delaware.  Copyright  1997  by  the  Medical  Society  of  Delaware.  Indexed  in  "Hospital  Literature  Index"  and  "Index  Medicus."  Avail  able  through 
University  Microfilms.  The  Delaware  Medical  Journal  does  not  hold  itself  responsible  for  statements  made  by  any  contributor  or  advertiser.  Annual  subscription 
rates  are  $25  for  domestic  and  $35  for  overseas.  Single  copies  are  $2.50.  Advertising  copy  is  accepted,  subject  to  the  approval  of  the  Publication  and  Editorial 
Committee  of  the  Medical  Society  of  Delaware.  For  information  about  advertising,  call  the  Journal  office  at  (302)  658-7596. 


CONTENTS,  continued 


221  EDITORIAL 

Physician  Responsibility 

E.  Wayne  Martz,  M.D. 

223  LETTER  TO  THE  EDITOR 

S.  Jay  Kumar,  M.  D. 

225  IN  BRIEF 

227  DEMOGRAPHICS  OF  AIDS  IN 
DELAWARE 

229  NEW  MEMBERS 

Medical  Society  of  Delaware 


AMERICAN 

HOMEPATIENT 


We've  ChANqEd  Our  Name 

Happy  Harry's  Health  Care.  Inc.,  was  recently  acquired  by 
American  HomePatient 

A national  provider  of  home  care  products  & services.  As 
a valued  client  rest  assured  you  & your  family  will  continue 
to  receive  your  home  care  products  & services  from  the  same 
fine  people  of  the  former  Happy  Harry's  Health  Care  who  have 
always  been  there  for  you  in  the  past 

ILie  PersonaI  CarInq  Service  Promise 
We  promise  to  serve  our  customers  with  personal 
caring  service.  We  do  this  by  treating  them  with  dignity 
& respect  just  like  members  of  our  own  family,  giving 
each  of  them  the  individual  attention  they  deserve. 

Joint  Commission 

On  Accreditation  of  Healthcare  Organizations 
Convenient  Locations 

Wilmington.  DE  Newark.  DE  West  Chester.  PA  Dover.  PA 

16-A  Trollev  Sq  311RutharDr  1 128  Greenhill  Rd.  Olde  Oak  Center 
302-654-8181  302-454-4941  610-918-7440  302-768-0504 

Administration  302-454-3390  FAX  302-454-1969 


234  INDEX  TO  ADVERTISERS 


THE  KEY  TO  YOUR  FINANCIAL  SUCCESS... 


'Eastern  Eat/ 
/rinanciaf Services,  'Inc. 


Full  Service  Physician  and  Hospital  Billing 
State-of-the-Art  Technology 
Staff  of  Qualified  Professionals 
Highest  Level  of  Customer  Satisfaction 
Competitive  Market  Pricing 

Christopher  Simendinger 
(302)  369-2121 
(888)  222-EBAY 


Kgntmere 

A Not-for-profit 

Community  Nursing  Care  Center 

Love.  Compassion.  Companionship. 

Creative  activity.  A warm  comfortable 
homelike  atmosphere  for  hundreds  of 
men  and  women  since  1901.  Skilled  and 
Intermediate  Care.  Special  Care  for 
Alzheimer's  patients. 

We're  Medicaid  and  Medicare 
approved.  When  you  need  a nursing 
care  center  for  one  of  your  patients, 
consider  Kentmere.  For  information 
call  Yvonne  Dinneen  at  302/652-3311. 

Operated  by  The  Home  of  Merciful  Rest  Society,  Inc. 

A Caring  Environment 
Since  1 901 

1900  Lovering  Avenue  Wilmington,  Delaware 


192 


Del  Med  Jrl,  April  1997,  Vol  69,  No  4 


Fas  t Facts 

Princeton  Insurance  Company 


Your  Protection  is  Our  Priority 


When  choosing  a 
professional  liability 
insurance  carrier,  it's 
important  to  consider 
how  the  company 
determines  rates. 

Some  carriers  deliber- 
ately underprice  their 
policies  to  build  a 
quick  market  share. 
Eventually,  those 
"discount"  carriers 

More  Benefits 


may  need  to  raise 
rates  to  offset  their 
losses  from  claims — 
or,  in  extreme  cases, 
leave  a market  or  go 
out  of  business 
entirely. 

Princeton  Insur- 
ance Company  sets 
responsible  rates  by 
balancing  policyhold- 
ers' desire  for  low- 


cost  insurance  protec- 
tion with  our  need  to 
bring  in  sufficient 
premium  dollars  to 
pay  claims.  While 
other  carriers  enter 
and  exit  the  insurance 
market  as  conditions 
change,  Princeton  has 
made  protection  for 
physicians  a top 
priority  since  our 
founding  in  1982. 


Save  with  a 

Premium 

Discount 

We  offer  a variety  of 
discounts  on  profes- 
sional liability 
insurance;  you  can 
save: 

♦ 50%  if  you're  in 
your  first  year  of 
practice 

♦ 10%  to  15%  if 
you  have  favorable 
claims  experience 


of  a Princeton  Policy 


In  addition  to  a long- 
standing record  of 
service  to  Delaware 
physicians,  we  offer 
professional  liability 
policyholders: 

♦ A strong  defense 
against  meritless 


claims,  experienced 
trial  attorneys,  and 
individualized  claim 
handling 

♦ Your  choice  of 
Claims-Made  Advantage 
or  Occurrence  Plus 
coverage 


Your  Office  Needs 
Insurance,  Too 


Because  your  medical 
practice  has  insurance 
needs  of  its  own,  we 
offer  the  Princeton 
Office  Package  (POP), 
which  bundles  two 
important  coverages, 
property  and  general 
liability,  into  one 
competitively  priced 
policy. 

The  POP  policy  is 
available  to  physicians 
who  practice  individu- 
ally or  with  a group, 
from  home  or  in  an 
office  building.  It  pays 


for  covered  losses  to 
your  building,  medical 
and  computer  equip- 
ment, furniture,  patient 
records,  and  more.  It 
includes  coverage  for 
negligent  acts,  such  as 
fire  damage,  host 
liquor  liability,  libel, 
accidents,  and  false 
advertising.  And  it  lets 
you  tailor  your  pack- 
age by  choosing 
different  deductibles 
and  liability  limits, 
and  by  adding  op- 
tional coverages. 


♦ Financial  stability 
and  consistently  high 
marks  from  A.M.  Best 


♦ 50%  if  you  work 

part-time 


It's  easy  to  find  out  how  you  could  save  with 
Princeton  Insurance  Company.  Just  clip  and 
complete  the  coupon  below.  Or  contact  us  at: 

Field  Office:  Home  Office: 

4 North  Park  Drive  746  Alexander  Road 

Hunt  Valley,  MD  21 030  Princeton,  NJ  08540 

(800)  757-2700  (800)  433-0157 

(410)  785-0900  (609)  452-9404 

Visit  us  on  the  Internet  at:  http://www.pinsco.com 

I 1 

( YES!  I'd  like  more  information  on  the  | 

| ^ following: 

□ Premium  discounts  and  rates 
I □ Princeton  Office  Package  policy 

Name: 1 

1 Specialty: ' 

■ Address: ' 

I City: 

I State,  Zip: I 

1 Phone  Number:  ( ) I 

I Fax  Number:  ( ) I 

I Mail  to:  Princeton  Insurance  Company 

Communications  Department  - DMJ 

P.0.  Box  5322,  Princeton,  NJ  08543-5322 
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SPIRAL  CT  is  now  available  at 
Christiana  Imaging  Center. 


This  state-of-the-art  unit  offers 
several  advantages  to  patients 
and  physicians: 

■ Reduced  scan  time 

■ Increased  image  clarity 
and  detail 

■ Single  breath-hold  scans 
of  the  abdomen  and  chest 


We  also  offer  three-dimensional 
reconstruction  and  surface  rendering. 
This  is  particularly  valuable  where 
anatomical  detail  is  important  such 
as  orthopedics  or  facial  trauma  cases. 
This  is  part  of  our  commitment  to 
providing  you  and  your  patients 
with  the  highest  quality  imaging 
care  available. 


Evening  appointments  until  8 p.m.  are  available. 

If  you  would  like  to  know  more  about  the  spiral  CT  scanner,  call  731-9800. 
Centralized  scheduling  731-9860. 

Professional  services  by  X-Ray  Associates. 
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Unscrambling  the  Perplexity 


perplex,  v.t.  1 . To  cause  to  be  puzzled  or  bewildered 
over  what  is  not  understood  or  certain.  2.  To  make 
complicated  or  confused,  as  a matter,  question,  etc.  3. 
To  hamper  with  complications,  confusion,  or  uncer- 
tainty. 

perplexed,  adj.  I.  Bewildered,  puzzled.  2.  Involved; 
entangled ; complicated. 

perplexity,  n.  I . The  state  of  being  perplexed ; confu- 
sion; uncertainty.  2.  That  which  perplexes.  3.  A 
tangled,  involved  or  confused  condition  or  situation. 

I "lifted"  the  above  derivations  directly  from  my 
Random-House  Dictionary  of  the  English  lan- 
guage, College  Edition  (copyright  1969)  in  an 
effort  to  find  the  single  best  word  describing  the 
major  negative  aspects  of  our  country's  health 
care  delivery  system(s).  I am  sure  you  could  think 
of  many  other  applicable  words  - certainly  there 
are  many  which  are  appropriate  (though  not 
necessarily  appropriate  for  presentation  in  a 
respectable  publication).  In  any  case,  the  point 
is  that  our  delivery  system  has  become  a perplex- 
ity of  the  greatest  degree. 

Some  of  this  is  a natural  consequence  of  the 
successes  of  medical  intervention.  Newer  and 
better  treatment  options  are  often  more  com- 
plex, often  requiring  greater  commitment  of  ef- 
fort and  energy  by  patients  and/or  providers. 
Also,  as  technical  advances  allow  for  treatment 
of  conditions  of  ever  increasing  gravity,  the 
treatment  almost  unavoidably  becomes  more 
complex,  often  requiring  the  services  of  multiple 
specialists  and  ancillary  care  providers.  How- 


ever, much  of  the  perplexity  has  been,  I think, 
needlessly  imposed  upon  the  system.  Why? 
Because  of  the  dollars  involved.  Americans,  for- 
the-most-part,  place  a high  premium  upon  their 
health  (or  at  least  upon  the  treatment  of  illness 
and  forestalling  of  death;  our  societal  commit- 
ment to  illness  prevention  is,  the  utilization  of 
laughable  self-named  "health  maintenance  or- 
ganizations" not-withstanding,  suspect).  As  a 
consequence  the  health  care  industry  is  colossal, 
involving  the  flow  of  huge  amounts  of  money  for 
both  traditional  and  non-traditional  therapies. 
Naturally,  there  are  many  individuals  employed 
in  the  management  or  directing  of  these  cash 
streams.  They  obviously  have  personal  stakes  in 
perpetuating  current  confusing  and  wasteful  prac- 
tices - practices  which  in  some  systems  result  in 
as  much  as  30  percent  of  the  premium  dollar 
being  applied  towards  "administrative  costs." 
The  "service"  purchased  for  this  cut-of-the-action 
if  often  a quagmire  of  regulatory  hurdles  for 
patients  and  providers,  designed  to  minimize 
expenditures  on  direct  patient  care. 

This  presents  a difficult  paradox  for  providers. 
On  one  hand,  we  usually  know  what  could  be 
done  to  optimize  treatment  results  in  a given 
case,  but  often  find  that  certain  treatment  op- 
tions are  excluded  from  consideration  by  those 
paying  for  the  treatment.  Most  often,  we  are  not 
given  any  concrete  information  as  to  why  such 
denials  occur.  The  argument  against  providing 
such  criteria  or  "indicators"  is,  frankly,  quite 
insulting  - that  being  that  providers  would  falsify 
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records  in  order  to  meet  the  criteria.  If  payers 
are,  indeed,  concerned  about  patient  well-be- 
ing, and  if  they,  indeed,  have  outcome  data 
supporting  their  criteria,  (this  is  obviously  not  the 
case  since  these  criteria  vary  greatly  from  one 
system  to  another  and  often  change  with  no 
explanation),  ought  they  not  provide  this  infor- 
mation in  the  interest  of  patient  well-being? 

The  real  motivation  for  such  secrecy  is  that  it 
throws  the  burden  of  proof  back  on  the  provider. 
This  would,  perhaps,  not  be  a significant  prob- 
lem if  this  occurred  infrequently;  we  would  al- 
ways assume  this  advocacy  role  as  part  of  our 
responsibility  in  handling  given  cases.  The  prob- 
lem is  that  these  controls  over  care  options  are 
so  pervasive  (e.g.:  selection  of  diagnostic  imag- 
ing modalities,  laboratory  and  ancillary  services, 
drugs,  consultants,  surgical  interventions/options, 
etc.)  that  we  do  not  have  the  time  or  staffing  to 


argue  each  point  individually.  Instead,  we  resign 
ourselves  to  accepting  these  edicts  in  most  in- 
stances, (often  with  resultant  suboptimal  out- 
comes), saving  the  fights  for  the  most  critical 
circumstances. 

How  can  we  regain  control  over  patient  care? 
How  can  we  unscramble  the  perplexity?  Well,  I 
think  it  will  be  a long  incremental  process  requir- 
ing quite  a commitment  of  time  and  energy  on 
the  part  of  physicians.  I believe  that  the  first 
logical  step  in  this  process  is  the  formation  of 
independent  physician  organizations. 


Until  next  time, 


Paul  E.  Howard,  M.D. 


1997-1998  Pictorial  Roster  Order  Form 

Order  your  copy  of  this  authoritative  up-to-date  source  of 
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Quantity 

$ 15 

MSP  Memhers 
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$ 60 

AHHrpQQ 
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City  State 
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Total  Amount  Enclosed  $ 

Zip 

Home  Address  Listings 

MSD  Members  Only 

$ 5 
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SCIENTIFIC  ARTICLE 


Neurodevelopmental  Outcome  of  Extremely  Low 
Birth  Weight  Infants  in  Maryland 

Reprinted  from  the  Maryland  Medical  Journal  1997;  46:18-24 
Used  with  permission. 

Robin  Krause  Blitz,  M.D.  - Renee  C.  Wachtel,  M.D.  - Lillian  Blackmon,  M.D. 
Julie  Berenson-Howard,  Ph.D. 


ABSTRACT 

The  survival  rate  of  extremely  low  birth  weight  ( ELBW ; i.e.  < WO  I grams)  infants  has  significantly  improved  in  the 
past  10  years  secondary  to  the  numerous  advances  in  neonatology.  There  have  been  many  favorable  reports  of  the 
neurodevelopmental  outcomes  of  survivors,  but  the  studies  often  span  several  years  to  collect  a sufficient  number 
of  subjects.  This  study  assesses  the  outcome  of  100  ELBW  infants  born  in  Maryland  in  1990  and  analyzes  factors 
that  may  have  contributed  to  their  outcomes  at  one  year  corrected  age. 

Of  this  group,  72  percent  had  no  evidence  of  severe  disability  (e.g.,  cerebral  palsy  (CP)  or  mental  retardation  (MR)); 
however,  5 1 percent  of  the  children  had  abnormal  or  suspect  neurological  examinations,  and  24  percent  had  CP. 
Eighteen  percent  of  the  children  were  more  than  one  standard  deviation  below  the  mean  cognitively;  30  percent  were 
below  normal  for  motor  abilities,  and  33  percent  were  below  normal  for  language  abilities.  Prior  to  this  study,  many 
of  these  children  were  not  recognized  by  their  primary  physician  as  having  any  developmental  problems.  Many  of 
these  children  were  not  followed  in  neonatal  intensive  care  unit  (NICU)  follow-up  programs,  and  most  were  not 
receiving  appropriate  early  intervention  services  (EIS). 

Previous  studies  have  associated  different  neonatal  events  with  the  risk  of  developmental  delay.  Bronchopulmonary 
dysplasia  (BPD)  and  periventricular  leukomalacia  (PVL)  accounted  for  most  of  the  variance  of  this  sample's 
developmental  outcome.  Of  these  100  ELBW  infants,  56  received  surfactant.  Analysis  demonstrated  no  significant 
differences  in  developmental  outcomes  between  those  who  received  surfactant  and  those  who  did  not.  However, 
those  who  received  rescue  surfactant  were  more  likely  to  acquire  a diagnosis  of  BPD. 

/As  demonstrated  by  this  study,  ELBW  infants  are  at  risk  for  significant  developmental  problems.  This  supports  the 
need  for  targeted  outreach,  developmental  monitoring,  early  intervention  services,  and  parent  support  and 
education. 


INTRODUCTION 

Maryland  has  a history  of  producing  more  low 
birth  weight  babies  than  the  national  average1 
One  hundred  and  two  infants  weighing  under 
1001  grams  (ELBW),  born  from  January  through 
August,  1990,  were  studied  to  evaluate  their 
neurodevelopmental  outcomes.  This  study  popu- 
lation was  drawn  from  an  ongoing  study,  begun 
in  1989,  to  evaluate  Maryland  women  with  re- 
gards to  the  risk  factors  associated  with  preterm 
delivery. 


The  surviving  ELBW  infant  is  at  high  risk  for  many 
neonatal  complications  secondary  to  hisTier  im- 
maturity, frequently  resulting  in  developmental 
disabilities,  such  as  CP  and  MR.  While  the  rates 
of  severe  disabilities  have  not  changed,  the 
survival  rate  has  greatly  improved.  In  1960, 
mortality  was  92  percent2  for  ELBW  infants;  this 
has  greatly  decreased  to  23  percent  in  1 990. 
Reported  rates  of  MR  range  from  seven  percent 
to  27  percent3'5,  while  the  rate  of  one  or  more 
major  neurodevelopmental  impairments  is  ap- 
proximately 25  percent.6,7  Previous  research  in 
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the  area  of  developmental  outcome  has  linked 
the  presence  of  disabilities  to  only  a few  perinatal 
complications,  the  most  prominent  being  pul- 
monary disease  and  intracranial  abnormalities. 

Pulmonary  disease  is  still  one  of  the  most  signifi- 
cant problems  for  ELBW  infants.  Treatment  with 
surfactant  has  been  shown  to  affect  the  morbidity 
and  mortality  due  to  respiratory  distress  syn- 
drome (RDS)  by  decreasing  the  incidence  of 
death  or  prolonged  need  for  oxygen.  Some 
studies  of  surfactant  use  have  noted  decreased 
incidence  of  pneumothorax  (PTX)  and  intraven- 
tricular hemorrhage  (IVH).8'1 1 Surfactant  has  also 
been  shown  to  have  its  greatest  effects  on  infants 
less  than  30  weeks  gestation7  or  less  than  1 001 
grams,12  that  is,  the  ELBW  infant.  Because  BPD 
and  IVH  are  perinatal  risk  factors  for  poor 
neurodevelopmental  outcome,13'15  it  may  be  hy- 
pothesized that  surfactant  may  decrease  the 
incidence  of  poor  neurodevelopmental  outcome 
in  these  ELBW  infants. 

In  eight  studies  of  the  effects  of  surfactant  on  the 
health  and  developmental  follow-up  of  prema- 
ture infants,  no  statistically  significant  differences 
were  found  between  those  who  received  surfac- 
tant and  those  who  did  not.16'23  One  of  the 
largest  studies  had  76  subjects,  45  surfactant 
treated  infants  and  3 1 controls  evaluated  at  one 
year  corrected  age. 

Yet,  only  33  of  the  76  children  were  completely 
assessed  with  regards  to  neurological  and  devel- 
opmental outcomes.16  The  largest  study  avail- 
able consisted  of  80  surviving  infants  followed  to 
two  years  corrected  age,  but  these  children  were 
less  than  34  weeks  gestation,  with  the  mean  birth 
weight  being  1569  grams  for  the  surfactant 
group  and  1672  grams  for  the  nonsurfactant 
group.  No  language  assessment  was  per- 
formed.23 

Because  surfactant  had  not  been  approved  by 
the  Food  and  Drug  Administration  prior  to  the 
birth  of  any  of  the  subjects  in  the  present  study, 
all  infants  who  received  surfactant  did  so  under 
a research  protocol;  therefore,  the  chance  of 


receiving  surfactant  depended  on  where  the 
baby  was  born  (or  transferred  to)  and  when  that 
hospital  began  a research  protocol.  In  Mary- 
land, the  surfactants  in  research  protocols  in 
1990  were  Survanta,  Exosurf,  and  Infrasurf.  No 
difference  in  effectiveness  or  outcome  has  been 
found  for  the  different  surfactants.  Other  studies 
have  compared  the  use  of  prophylactic  to  rescue 
surfactant  with  conflicting  results.24'26 

This  study  looks  at  the  neurodevelopmental  out- 
comes of  ELBW  infants,  investigates  the  factors 
that  contributed  to  their  development,  and  iden- 
tifies unmet  needs  with  regards  to  follow-up  and 
early  intervention  services. 


METHODS 

Subjects 

All  subjects  were  ELBW  premature  infants  (weigh- 
ing less  than  1001  grams),  born  between  Janu- 
ary 1,  1990,  and  August  31,  1990,  whose 
mothers  were  residents  of  Maryland.  Hospitals  in 
Maryland  notified  one  of  the  investigators  at  the 
time  of  an  ELBW  infant's  birth.  The  study  was 
approved  by  the  institutional  review  board  at 
each  hospital. 

Seven  hundred  and  seven  ELBW  infants  were 
born  to  Maryland  residents  in  1 990.  Of  the  248 
infants  referred  for  this  study,  1 9 1 survived  (a  77 
percent  survival  rate)  to  hospital  discharge. 
Eighty-nine  possible  subjects  declined  participa- 
tion or  did  not  appear  for  their  appointments. 
The  only  information  available  about  the  non- 
participating infants  was  their  birth  weight.  One 
hundred  and  two  subjects  (19  percent  of 
Maryland's  surviving  ELBW  infant  population) 
were  assessed  at  one  year  corrected  age. 

Information  regarding  the  presence  of  meningi- 
tis, PVL,  hydrocephalus,  Grades  3 or  4 IVH  (as 
defined  by  hospital  discharge  summary),  sei- 
zures, BPD,  days  on  oxygen,  and  discharge 
medication  were  recorded  from  the  hospital 
discharge  record  after  all  subjects  were  tested. 
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Exclusion  criteria  included  the  presence  of  seri- 
ous congenital  malformations,  genetic  disor- 
ders, diagnosed  congenital  infections,  meningi- 
tis after  discharge  from  the  NICU,  congenital 
syndromes  with  diagnosed  brain  abnormality  or 
known  correlation  with  developmental  disability, 
disorders  secondary  to  prenatal  toxic  exposure 
with  microcephaly,  and  severe  head  injury  after 
discharge.  Two  infants  were  excluded  from  the 
analysis  because  they  developed  meningitis  after 
discharge  from  the  initial  hospitalization.  This 
decreased  the  total  study  population  from  1 02  to 
100. 

Procedures 

Parental  Interview.  Each  subject'  s parent  (usu- 
ally mother)  was  interviewed  at  the  time  of  the 
infant's  neurodevelopmental  evaluation  at  one 
year  corrected  age  (+/-  1 month).  The  sites  for 
interview  and  evaluation  included  NICU  fol- 
low-up clinics,  pediatricians'  offices,  and  sub- 
jects' homes.  Information  collected  regarding 
the  infant  included  interim  medical  history,  de- 
velopmental milestones,  and  demographic  data. 

Information  regarding  mother's  date  of  birth, 
years  of  education,  marital  status,  home  ad- 
dress, phone  number,  race,  and  monthly  house- 
hold income  was  also  obtained.  Income  per 
month  was  divided  into  five  categories:  1 = 
< 1 000,  2 = 1 000  to  1 500,  3 = 1 500  to  3000, 
4—  3000  to  5000,  5 =>5000.  The  parent  was 
asked  to  choose  a category  into  which  hisdier 
family  presently  fit.  Marital  status  was  classified 
as  married,  single,  divorced,  or  other.  The  pres- 
ence or  absence  of  early  intervention  services 
was  also  obtained  at  interview.  The  presence  of 
prenatal  care  was  recorded  as  positive  if  the 
parent  reported  it  during  the  interview  or  if  it  was 
noted  during  later  chart  review.  The  use  of  illicit 
drugs  was  documented  in  the  same  way. 

The  evaluator  was  blinded  to  subject's  neonatal 
course,  including  treatment  with  surfactant.  The 
parents  were  asked  not  to  reveal  this  information 
to  the  evaluator. 


Table  1.  Infant  Characteristics 


Characteristics 

Percentaae  or  Mean  +/-  SD 

Female 

64.0 

Non-white 

60.0 

Gestational  age  (weeks) 

26.5 

+/- 

2.4 

Birth  weight  (gms) 

775  9 

+/- 

138.4 

Head  circumference  (cms) 

45.2 

+/- 

1.5 

Corrected  age  (mos) 

12  0 

+/- 

0.6 

Inborn 

73.0 

Appropriate  for  gestational  age 

76  0 

Developmental  Evaluation.  Each  infant  was  evalu- 
ated by  a developmental  pediatrician  at  12 
months  corrected  age  (+/-  1 month).  The  Bayley 
Scales  of  Infant  Development  (BSID),27  mental 
developmental  index  (MDI),  psychomotor  devel- 
opmental index  (PDI),  and  the  Clinical  Linguistic 
and  Auditory  Milestone  Scale  (CLAMS)28'30  were 
used  for  evaluation  of  the  infant's  developmental 
status.  A developmental  quotient  (score  in  months/ 
age)  was  calculated  for  the  CLAMS.  Receptive 
and  expressive  language  subscores  for  each 
infant  were  also  calculated  and  recorded.  All 
developmental  quotients  (MDI,  PDI,  and  CLAMS) 
were  corrected  for  prematurity  using  the  parent's 
reported  gestational  age  of  the  infant. 

Neurological  Evaluation.  A standard  neuro- 
developmental examination,  modified  after 
Amiel-Tison3  ’ and  the  Primitive  Reflex  Profile32,33, 
along  with  measurement  of  the  infant's  head 
circumference,  was  performed  by  a develop- 
mental pediatrician. 

Results  of  the  neurodevelopmental  examination 
were  recorded  as  presence  of  CP,  absence  of 
CP,  or  "suspect."  CP  was  defined  as  abnormally 
increased  tone  in  at  least  one  extremity  associ- 
ated with  increased  deep  tendon  reflexes,  plan- 
tar extensor  responses  in  the  affected  lower  limb, 
and  significantly  delayed  motor  development. 
Subjects  who  had  only  mild  motor  delay  and/or 
decreased  or  increased  tone,  without  clonus 
were  classified  as  "suspect." 
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Table  2. 

Maternal  Characteristics 

Characteristics 

Mean  +/-  SD:  Percentage 

Age  (years) 

29.8  +/- 

6.7 

Education  (years) 

13.1  +/- 

2.7 

Income  per  month1 

2 98 

Prenatal  Care 

92.0 

Substance  Abuse 

10  0 

Marital  Status2 

59  0 

'Categories  described  in  methods  section 
2Percent  married 

Statistical  Analysis 

Pearson's  correlation  coefficient  and  step-wise, 
hierarchical  multiple  regressions  were  used  to 
evaluate  predictors  of  developmental  outcomes. 
Univariate  analyses  (chi-square  and  student's 
two-tailed  t-tests)  were  used  to  determine  if  there 
were  any  differences  between  those  who  re- 
ceived surfactant  and  those  who  did  not. 


RESULTS 

Sociodemographic  data 

Characteristics  of  the  infants  participating  in  the 
study  are  shown  in  Table  1.  Maternal  characteris- 
tics are  in  Table  2.  Most  of  the  mothers  were  not 
teenagers  and  had  at  least  a high  school  educa- 
tion. 

Further  demographic  data  was  obtained  from 
the  Maryland  birth  certificate  registry.  The  par- 
ticipants' mothers  in  this  study  were  comparable 
to  the  mothers  of  all  ELBW  infants  in  Maryland  in 
1990  with  regards  to  race  (40  percent  of  the 
women  in  this  study  were  white  versus  31.4 
percent  in  Maryland  in  1 990),  education  (39 
percent  had  12  years  of  education  versus  40 
percent),  age  (64  percent  were  between  20  and 
34  years  old  versus  73  percent),  and  marital 
status  (59  percent  were  married  versus  45.7 
percent).  Income  data  was  not  available  from 
the  birth  registry. 


Medical  History 

Table  3 shows  the  various  hospital  complications 
of  study  infants  including  the  presence  of  menin- 
gitis, PVL,  hydrocephalus,  seizures,  IVH,  BPD, 
retinopathy  of  prematurity  (ROP),  and  whether 
the  infant  was  discharged  on  oxygen.  BPD  was 
very  frequent  (63  percent  incidence),  while 
one-quarter  of  the  infants  had  grade  3 or  4 IVH. 

The  mean  birth  weight  of  the  100  participating 
infants  (m  = 775.9  gms  +/-  138.4)  was  com- 
pared to  the  mean  birth  weight  of  the  89  poten- 
tial subjects  who  declined  participation  (m  = 8 1 4. 1 
gms  +/-  1 1 9.5)  and  was  not  found  to  be  signifi- 
cantly different.  Access  to  the  medical  records  of 
the  89  non-participating  infants  was  not  avail- 
able for  further  study;  therefore,  other  medical 
complications  and  whether  they  influenced  par- 
ticipation in  this  study  were  unable  to  be  deter- 
mined. 

Developmental  Outcome 

Table  4 shows  the  mean  scores  obtained  from  the 
developmental  assessments.  Eighty-two  percent 
and  70  percent  of  the  infants  had  MDIsand  PDIs, 
respectively,  within  one  standard  deviation  from 
the  mean  (>84).  Nine  percent  of  the  MDIs  and 
1 2 percent  of  the  PDIs  were  between  70  and  84 
(between  one  and  two  standard  deviations). 
Abnormal  results  (<70)  were  present  on  nine 
percent  on  the  MDIs  and  1 8 percent  on  the  PDIs 
of  all  subjects.  By  definition,  only  3 percent  of  the 
general  population  score  less  than  two  standard 
deviations  from  the  mean,  demonstrating  a sub- 
stantially higher  percentage  of  ELBW  infants  in 
the  significantly  delayed  range. 


Table  3.  Hospital  Course 

Complications 

Percentaae 

Meningitis 

6 

Periventricular  leukomalacia 

10 

Hydrocephalus 

18 

Seizures 

7 

Intraventricular  hemorrhage 

26 

(grade  3 or  4) 

Bronchopulmonary  dysplasia 

63 

Discharged  on  oxygen 

20 

Retinopathy  of  prematurity 

49 
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Table  4.  Developmental  Quotients' 

Developmental  Measure 

Mean  +T  SD 

MDI2 

99.7  +/-  19  8 

PDP 

88  9 +/-  19.3 

CLAMS-T4 

94  9 +/-  23.0 

CLAMS-E5 

90  8 +/-  26.2 

CLAMS-R6 

99.7  +/-  21.3 

'Corrected  for  prematurity 

!MDI=mental  developmental  index 

3PDI=psychomotor  developmental  index 

*CLAMS-T=Clinical  Linguistic  and  Auditory  Milestone  Scale-Total 

5CLAMS-E=Clinical  Linguistic  and  Auditory  Milestone  Scale-Expressive 

6CLAMS-R=Clinical  Linguistic  and  Auditory  Milestone  Scale-Receptive 

In  comparison,  only  66  percent  of  the  total 
sample  had  language  skills  within  one  standard 
deviation  from  the  mean.  Thirty-four  percent  of 
the  children  were  greater  than  one  standard 
deviation  below  the  mean  (compared  to  an  ex- 
pected 1 3 percent  of  the  general  population), 
and  12  percent  of  the  sample  had  significantly 
delayed  total  language  skills,  greater  than  two 
standard  deviations  below  the  mean  (compared 
to  three  percent  of  the  general  population).  Most 
of  these  children  also  had  significantly  delayed 
cognitive  abilities,  but  three  percent  of  the  total 
sample  had  language  delay  that  was  not  associ- 
ated with  abnormal  MDIs  or  PDIs. 

Two-tailed,  paired  t-tests  were  done  to  assess 
the  differences  between  expressive  and  receptive 
language  scores.  Overall,  the  ELBW  infants  had 
better  receptive  than  expressive  language  skills 
(CLAMS-R  = 99.72  +/-  21 .3;  CLAMS-E  = 90.79 
+ /-  26  .2 ; T=  6 31 ; p<  .001)  (Table  4). 

Multiple  regression  analysis  was  performed  to 
determine  if  any  variables  had  a significant  effect 
on  the  developmental  outcomes  of  the  infants. 
Within  this  ELBW  group,  the  birth  weight  did  not 
relate  to  developmental  outcome.  Similarly,  treat- 
ment with  surfactant  did  not  affect  developmen- 
tal outcome.  In  contrast,  PVL  and  BPD  accounted 
for  most  of  the  increased  chance  of  impairment. 
PVL,  BPD,  seizures,  and  hydrocephalus  accounted 
for  29.7  percent  of  the  variance  on  the  MDI 


scores  (F  = 1 0.05,  p<.001).  For  the  PDI  scores, 
23  percent  of  the  variance  was  accounted  for  by 
PVL,  IVH,  and  BPD  (F  = 9.6,  p<.001).  For  the 
total  CLAMS  score,  1 1 percent  of  the  variance 
was  accounted  for  by  PVL  and  BPD  (F  = 7.1, 

p<.002). 

Neurological  Outcome 

The  neurodevelopmental  examination  revealed 
the  presence  of  CP  in  24  percent  of  total  sub- 
jects; 49  percent  had  normal  examinations  and 
27  percent  had  suspect  exams.  Regression  analy- 
sis was  performed  to  determine  which  variables 
had  a significant  effect  upon  the  neurological 
outcome.  Results  showed  that  within  this  ELBW 
group,  lower  birth  weight  did  not  increase  the 
risk  of  neurological  impairment.  In  contrast,  BPD 
and  PVL  increased  this  risk  (1  4.8  percent  of  the 
variance;  F = 8.4,  p<.001 );  the  presence  of  IVH 
may  have  contributed  as  well  (p  = .06).  No  other 
individual  variables  approached  significance. 

Sensory  Impairment 

Hearing  loss  was  noted  in  1 6 of  the  1 00  subjects, 
with  only  one  child  wearing  a hearing  aide. 
None  of  the  children  were  profoundly 
hearing-impaired. 

Vision  problems  were  defined  as  strabismus, 
hyperopia,  myopia,  or  retinal  detachment.  Eigh- 
teen subjects  had  vision  problems;  of  those,  two 
had  retinal  detachment.  Three  children  wore 
glasses.  None  were  clinically  blind. 

Surfactant:  Rescue  and  Prophylactic 

As  noted  previously,  56  infants  in  the  sample 
received  surfactant.  There  were  no  statistically 
significant  differences  in  neurodevelopmental 
outcomes  between  the  children  who  received 
surfactant  and  those  who  did  not.  Thirty-nine 
(69.6  percent)  received  prophylactic  and  17 
(30.4  percent)  received  rescue  surfactant.  Using 
chi-square  analysis,  a significant  difference  was 
found  with  respect  to  BPD;  the  infants  who 
received  rescue  surfactant  were  more  likely  to 
acquire  a diagnosis  of  BPD  (p  = .03).  No  differ- 
ences were  observed  between  children  who  re- 
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ceived  rescue  and  prophylactic  surfactant  in 
developmental  outcome,  neurologic  examina- 
tion, or  other  events  during  the  hospital  course. 

Early  Intervention  Services 

Maryland  has  provided  early  intervention  ser- 
vices (EIS)  to  very  young  children  since  1980.  In 
1 992,  The  Individuals  with  Disabilities  Education 
Act  was  established,  thus  continuing  federal 
funds  to  provide  EIS  to  children  with  devel- 
opmental delays,  birth  to  three  years  of  age,  in 
a family-friendly  manner.  Maryland  established 
that  any  child  was  eligible  for  services  from  the 
Maryland  Infant  and  Toddler  Program  if  he/she 
had:  1 ) a 25  percent  delay  in  any  developmental 
area;  2)  atypical  development  or  behavior  which 
is  demonstrated  by  abnormal  quality  of  perfor- 
mance and  function  in  any  developmental  area; 
or  3)  a physical  or  mental  condition  that  has  a 
high  probability  of  resulting  in  developmental 
delay  (i.e.  a birth  weight  of  less  than  1200 
grams).  Therefore,  all  of  the  infants  in  this  study 
were  eligible.  However,  only  1 7 percent  of  the 
parents  remembered  hearing  of  the  program, 
and  only  31  percent  were  receiving  EIS. 


DISCUSSION 

This  study,  as  a descriptive  analysis  of  ELBW 
infants  in  Maryland,  supports  the  findings  of 
previous  studies  indicating  that  ELBW  infants  are 
at  higher  risk  for  developmental  problems  than 
their  full-term  and  larger  preterm  peers.  How- 
ever, only  31  percent  of  the  children  in  this  study 
were  receiving  EIS;  many  more  than  31  percent 
were  detected  as  having  developmental  prob- 
lems at  one  year  corrected  age.  Primary  care 
providers  need  to  be  aware  of  this  risk  and  the 
range  of  disabilities  that  this  population  may 
represent,  both  in  variety  and  severity.  The  pri- 
mary care  provider  needs  to  provide  careful  and 
repeated  developmental  surveillance  and  work 
collaboratively  with  NICU  follow-up  programs 
and  the  local  infant  and  toddler  programs.  This 
will  enable  the  practitioner  to  provide  earlier 
detection  and  earlier  intervention  for  these  high 
risk  children. 


All  of  the  children  in  this  study  were  eligible  for 
EIS  under  the  high  probability  criteria  of  the 
Maryland  Infant  and  Toddler  Program  (birth 
weight  of  less  than  1 200  grams).  However,  most 
of  the  children  in  this  sample  were  not  detected 
as  having  developmental  abnormalities  despite 
their  known  risk  status.  Moreover,  parents  were 
not  aware  of  this  available  resource  for  parent 
support,  developmental  monitoring,  and 
family-focused  services.  The  reasons  for  this  are 
unclear,  but  may  relate  to  parents  being  over- 
whelmed at  time  of  discharge  and/or  the  relative 
newness,  at  the  time,  of  the  Infant  and  Toddler 
Program. 

Only  26  percent  of  the  children  at  one  year 
corrected  age  were  totally  normal  on  every  as- 
pect of  examination.  Eighteen  percent  of  the 
cognitive  assessments  were  below  normal.  Six- 
teen percent  of  the  children  had  hearing  loss  and 
1 8 percent  had  vision  problems;  none  of  the 
children  had  complete  loss  of  vision  or  hearing. 
Language  was  delayed  in  34  percent  of  the 
children.  CP  was  diagnosed  in  24  percent  of  the 
subjects,  but  only  49  percent  had  completely 
normal  neurological  examinations. 

Halsey's  report 34  supports  this  study's  findings. 
Seventy-seven  percent  of  the  ELBW  children  in 
his  study  were  without  severe  disability;  only  26 
percent  obtained  at  least  average  scores  on  all 
measures  of  development.  Halsey's  study  was 
based  upon  a smaller  sample  size  and  was 
predominantly  white,  middle  class  children. 
Moreover,  in  Halsey's  study,  children  who  scored 
in  the  average  to  above-average  range  in  cog- 
nitive testing  were  noted  to  have  very  uneven  test 
profiles  with  below-average  scores  in  language, 
visual-motor  integration,  and  fine/gross  motor. 

Language  appeared  to  be  the  ELBW  infants' 
greatest  area  of  weakness;  only  66  percent  of  the 
sample  had  age-appropriate  language  skills, 
and  expressive  language  was  often  more  de- 
layed than  receptive  language  skills.  Klebanov, 
et  al.,  report  that  these  ELBW  children  demon- 
strate lower  attention  and  language  skills,  with 
overall  lower  social  and  scholastic  competence,35 
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placing  them  at  an  overall  higher  risk  for  learn- 
ing disabilities.  The  present  study  noted  three 
children  without  significantly  delayed  cognitive 
skills  and  without  CP,  but  with  significantly  de- 
layed language  skills.  Further  study  of  these 
children,  at  older  ages,  is  recommended  to 
evaluate  for  future  language-based  learning  dis- 
abilities. 

Byrne,  et  al.,  found  an  even  higher  percentage  of 
expressive  language  delay  when  low  birth  weight 
(<1500  grams)  infants  were  assessed  at  24 
months,  as  compared  to  12  months  (28  percent 
versus  eight  percent,  respectively).36  Later  as- 
sessment may  document  an  even  higher  percent- 
age of  language  delay  in  our  population.  Detec- 
tion of  delayed  language  is  therefore  critical  to 
later  school  success. 

As  in  most  studies,  not  all  potentially  eligible 
subjects  were  studied;  89  possible  subjects  de- 
clined follow-up  or  could  not  be  reached.  In 
order  to  determine  if  the  two  groups  were  com- 
parable, mean  birth  weight  was  evaluated  and 
found  not  to  be  different  between  the  groups. 
Therefore,  we  do  not  believe  our  sample  was 
biased  for  birth  weight,  but  it  is  possible  that  the 
participating  infants  may  have  represented  fami- 
lies with  more  concerns  regarding  their  child's 
developmental  status.  Other  attempts  to  deter- 
mine if  selection  bias  was  operating  were  incon- 
clusive. However,  the  outcomes  reported  in  this 
study  are  similar  to  other  studies,  despite  pos- 
sible selection  bias. 

In  this  group  of  ELBW  infants,  birth  weight  within 
the  group  did  not  seem  to  be  related  to 
neurodevelopmental  outcome.  This  is  in  contrast 
to  other  studies  of  developmental  outcome  which 
find  birth  weight  a predictor.  This  may  be  be- 
cause these  children  were  all  ELBW  infants,  and 
therefore,  differences  within  this  group  were  not 
demonstrated.  An  alternative  hypothesis  is  that 
our  sample  size  was  not  large  enough  to  demon- 
strate a difference. 

Because  environmental  factors  may  strongly  in- 
fluence a child's  developmental  outcome, 


sociodemographic  characteristics  were  com- 
pared and  found  to  be  similar  to  1 990  Maryland 
demographic  data.  This  indicates  that  the  higher 
percentage  of  developmental  abnormalities  is 
likely  due  to  ELBW,  not  socioeconomic  status  or 
other  demographic  factors. 

Many  studies  have  now  demonstrated  the  effec- 
tiveness of  surfactant  in  reducing  short-term 
morbidity  and  mortality  due  to  RDS.  Earlier  stud- 
ies that  included  later  developmental  outcomes 
have  had  smaller  sample  sizes  and/or  have  looked 
at  infants  with  higher  birth  weights  than  this 
current  study  of  1 00  ELBW  infants.  The  results  of 
this  study  confirm  pulmonary  disease  and  intra- 
cranial events  are  the  most  significant  contribu- 
tors to  developmental  outcomes  in  ELBW  infants. 
However,  there  were  no  developmental  differ- 
ences with  regards  to  treatment  with  surfactant, 
despite  surfactant's  demonstrated  beneficial 
short-term  effects  on  the  respiratory  status  of 
newborns. 

The  fact  that  intraventricular  hemorrhages  con- 
tinue to  be  a major  contributor  to  developmental 
problems  further  supports  the  need  to  continue 
to  work  towards  decreasing  the  incidence  of  IVH. 

In  conclusion,  we  found  that  BPD  and  PVL  were 
the  most  significant  contributors  to  future 
neurodevelopmental  outcomes,  and  that  most 
children,  despite  their  extremely  low  birth  weight, 
were  doing  fairly  well  developmentally.  While 
many  of  the  ELBW  infants  had  positive  outcomes 
with  respect  to  measurement  of  cognitive  skills, 
language  skills,  and  neurodevelopment,  there  is 
still  a significant  number  of  children  who  are  not 
within  normal  limits  on  any  of  a variety  of  devel- 
opmental assessment  tools.  Even  those  infants 
who  are  normal  at  one  year  corrected  age  are 
still  at  risk  for  later  learning  problems.  Early 
intervention  for  assessment  and  provision  of 
services  is  warranted,  because  it  may  decrease 
the  frequency  and  severity  of  delays  in  develop- 
ment. A review  of  the  effectiveness  of  early 
intervention  programs  by  Simeonsson,  Cooper, 
and  Scheiner37  found  that  81  percent  of  the 
studies  that  incorporated  statistical  procedures 
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yielded  statistical  evidence  for  effectiveness.  In 
93  percent  of  the  studies  the  authors  concluded 
effectiveness,  but  they  may  not  have  had  statis- 
tical evidence  to  support  this  due  to  inability  to 
quantify  some  results. 

Third  party  payers  need  to  be  aware  of  the 
special  needs  of  these  ELBW  infants,  in  order  to 
support  collaborative  care  between  their  primary 
care  providers  and  developmental  follow-up  by 
qualified  individuals  (i.e.,  developmental  pedia- 
tricians, occupational  and  physical  therapists, 
speech  therapists,  social  workers,  nurses,  nutri- 
tionists, and  early  child  developmental  special- 
ists) in  a regular  and  systematic  fashion.  In  this 
way,  the  large  investment  that  has  been  made  in 
these  children's  medical  care  can  produce  the 
best  neurodevelopmental  outcome  for  the  child 
and  family. 
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EDITORIAL 


"Professional"  Testimony 

E.  Wayne  Martz,  M.D. 


For  three  years,  from  1 992  to  1 995,  I saw  and 
reviewed  every  malpractice  settlement  and 
judgment  against  any  Delaware  physician.  By 
law  these  had  to  be  investigated  as  complaints 
against  the  doctor  concerned.  There  were  about 
30  per  year.  In  about  a third  of  the  cases  the 
physician  had  clearly  done  something  wrong. 
Another  third  were  in  doubt,  and  in  the  final  third 
the  physician  was  just  as  clearly  the  victim,  and 
most  rational  people  would  say  there  had  been 
a miscarriage  of  justice.  Many  of  these  were 
settlements,  urged  by  the  insurers  to  protect  their 
bottom  line  against  unpredictable  juries.  A very 
sympathy-provoking  plaintiff  (such  as  a 
quadriplegic,  20  years  old  with  no  resources,  or 
a badly  deformed  or  disabled  newborn)  can 
move  juries  in  defiance  of  any  logic.  However, 
some  judgments  arise  from  medical  testimony 
given  by  professional  testifiers.  The  juries  simply 
don't  know  who  to  believe.  My  initiation  into  this 
aspect  of  the  real  world  came  in  an  industrial 
case  - not  a malpractice  - 35  years  ago.  I 
testified  in  opposition  to  a Board  certified 
internist  from  Chicago  who  was  the  editor  of  a 
journal  on  courtroom  procedure.  He  testified 
under  oath  that  a single  blast  of  ammonia  gas  in 
the  face  could  have  been  the  cause  of  a cancer 


which  was  noted  on  chest  x-ray  the  following 
day.  The  jury  gave  the  patient's  widow  a sizeable 
award.  They  felt  sorry  for  her.  This  sort  of  hired 
gun,  sometimes  with  good  medical  credentials, 
who  will  testify  to  anything  if  the  fee  is  large 
enough,  has  been  the  nemesis  of  many  a good 
doctor. 

It  now  appears  that  there  may  be  something  that 
can  be  done  about  this.  If  the  injured  doctor, 
with  the  help  of  a transcript  of  the  testimony,  can 
convince  his  own  Board  of  Medical  Practice  to 
join  him  (or  her),  they  can  file  a complaint 
against  the  offending  doctor  in  his  own  state  of 
licensure  on  charges  of  incompetence,  unpro- 
fessional conduct  or  even  perjury  (a  criminal 
charge).  This  could  result  in  disciplinary  action 
against  the  professional  testifier,  such  as  at  least 
a reprimand,  or  possibly  temporary  licensure 
suspension  or  even  revocation.  All  disciplinary 
actions  must  be  reported  to  the  National 
Practitioner  Data  Bank,  and  thence  to  all  other 
states  where  the  doctor  may  be  licensed.  Most  of 
them  will  follow  suit.  Disciplinary  actions  against 
a doctor  are  public  information,  and  could 
effectively  end  a testifying  career. 
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ABSTRACT 

In  many  patients,  uterine  anomalies  are  asymptomatic,  but  in  the  area  of  recurrent  pregnancy  loss 
(RPL)  uterine  anomalies  play  a pivotal  role  and  the  evaluation  of  these  structural 
anomalies  presents  an  interesting  and  challenging  task  for  the  clinician  caring 
for  this  select  group  of  patients. 


INTRODUCTION 

Mullerian  anomalies  represent  a group  of  con- 
genital uterine  malformations  that  result  from 
abnormal  formation,  arrested  development,  or 
incomplete  fusion  of  the  Mullerian  ducts.  Mulle- 
rian anomalies  relating  to  RPL  primarily  involve 
the  uterine  cavity.  The  history  can  sometimes 
provide  helpful  clues  to  the  diagnosis  of  the 
anomaly.  Abnormal  uterine  bleeding  patterns 
can  be  associated  with  intra-uterine  polyps,  sub- 
mucosal myomas  or  partial  uterine  horn  obstruc- 
tion. Amenorrhea  is  the  ultimate  manifestation  of 
severe  intra-uterine  synechiae,  the  Asherman's 
syndrome.  The  pelvic  examination  by  contrast  is 
generally  of  limited  value. 

The  diagnostic  modalities  for  congenital  or  ac- 
quired uterine  anomalies  are  listed  in  Table  1. 
The  current  status  of  each  of  these  will  be  briefly 
discussed.  Two  problems  are  to  be  emphasized 
in  the  critical  assessment  of  these  techniques. 
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Table  1. 

Diagnostic  Modalities  for  Congenital  and  Acquired 
UterineAnomalies 

Hysterosalpingogram 

Ultrasonography 

Transabdominal 

Transvaginal 

Hysterosonography  (Saline-Infused-Sonography) 
ColorDoppler 
Hysteroscopy 

Magnetic  Resonance  Imaging  (MRI) 


The  first  is  the  lack  of  a true  "gold  standard." 
While  many  claim  that  direct  visualization  through 
hysteroscopy  constitutes  the  "gold  standard,"  it 
is  clear  that  the  inexperienced  observer  can  miss 
or  confound  abnormalities  at  hysteroscopy.  The 
only  true  "gold  standard"  is  a full  pathologic 
evaluation  of  the  uterus,  but  this  is  obviously 
impractical  in  most  clinical  cases.  The  second 
point  is  that  each  of  these  techniques  is  highly 
observer  dependent.  It  is  critical  to  view  the  data 
presented  in  that  context.  Clinicians  very  experi- 
enced with  one  technique  and  novice  at  another 
are  likely  to  derive  more  benefit  from  the  imag- 
ing studies  with  which  they  are  familiar.  The 
evaluation  of  a patient  forRPLshould  be  initiated 
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after  two  losses,  regardless  of  the  order  of  these 
losses.  This  concept  is  supported  by  several 
reported  series  that  show  that  increasing  the 
number  of  losses  to  three  or  more  does  not  lead 
to  any  change  in  the  diagnostic  yield.1,2 


HYSTEROSALPINGOGRAM  (HSG) 

We  still  consider  the  HSG  as  the  first-line  study 
for  Mullerian  anomalies,  under  most  circum- 
stances. It  is  a time  honored  imaging  studyand 
is  readily  available  in  most  areas.  It  provides  a 
permanent  record  of  the  internal  architecture  of 
the  uterine  cavity.  It  also  defines  tubal  status, 
when  infertility  is  an  issue.  The  test  is  performed 
entirely  on  an  outpatient  basis,  is  relatively  well 
tolerated  and  has  a low  complication  rate.  Its 
cost  is  moderate 
to  low  in  most 
centers. 

It  is  important  to 
pay  much  atten- 
tion to  technique 
when  perform- 
ing this  study.3 
Contraindica- 
tions  include  a 
known  pregnancy, 
unexplained 
uterine  bleed- 
ing, active  pel- 
vic inflammatory 
disease  and  his- 
tory of  allergic 
reactions  to  con- 
trast media. 

Many  advocate 
obtaining  a sedi- 
mentation rate  in  patients  with  a prior  history  of 
PID.  Others  advocate  prophylactic  antibiotics. 
No  appropriate  trials  have  been  conducted  to 
support  these  recommendations.  Several  pre- 
liminary protocols  prior  to  these  procedures 
have  been  proposed  to  minimize  pain  but  a 
simple  course  of  non-steroidal  anti-inflammatory 
agents  (NSAIDs)  is  probably  as  effective  as  any  of 


the  more  complex  regimens.  Techniques  which 
involve  the  introduction  of  a balloon  inside  the 
uterus  are  undesirable  as  they  may  mask  some 
underlying  pathology  of  the  cavity  itself.  Another 
common  mistake  is  the  failure  to  remove  the 
speculum  and  obliteration  of  the  lower  uterine 
segment  by  the  instrument  left  in  place.  In  gen- 
eral, HSG  is  considered  to  be  a very  sensitive 
technique  but  suffers  from  poor  specificity.  A 
recent  study  compared  HSG  to  hysteroscopy  in 
women  with  a history  of  RPL  4 Among  60  women 
with  an  abnormal  HSG,  34.9  percent  were  found 
to  have  intrauterine  pathology  on  hysteroscopy. 
Of  46  normal  HSGs,  31  .3  percent  were  subse- 
quently found  to  have  pathology  on  hysteroscopy. 
The  overall  sensitivity  of  HSG  was  79  percent 
with  a specificity  of  60  percent.  The  correspond- 
ing false-positive  rate  was  38  percent  and  the 

false-negative 
rate  was  28  per- 
cent. This  is  in 
keeping  with 
previously  pub- 
lished studies 
looking  at  over- 
all performance 
of  these  two 
techniques. 

Patients  with 
structural  an- 
omalies of  the 
uterus  can  be 
readily  diag- 
nosed through 
HSG.  These  in- 
clude diethylstil- 
bestrol  (DES) 
linked  anoma- 
lies such  as  hy- 
poplastic cavity,  T-shaped  cavity  and  periosteal 
constriction  bands.  In  many  instances,  HSG  is 
the  best  modality  for  most  physicians  to  make 
this  diagnosis.  By  contrast,  the  HSG  cannot 
distinguish  between  a septate  uterus  (Figure  1) 
and  uterine  duplication  (Figure  2),  such  as  a 
bicornuate  uterus.5 


Figure  1. 

Septate  Uterus:  A Wedge 
of  Tissue  Dividing  Cavity 


Figure  2. 

Bicornuate  Uterus:  An  Incomplete 
Uniting  of  the  Uterus 
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ULTRASOUND  AND  HYSTEROSONOGRAPHY 

Tra n sa  bdo m i na I and  transvaginal  ultra- 
sonography have  been  used  in  the  study  of 
Mullerian  anomalies.  In  addition  to  its 
non-invasive  nature,  ultrasonography  offers  the 
major  advantage  that  it  can  also  be  utilized 
during  pregnancy  to  identify  a Mullerian  anomaly. 
The  technique  is  overall  simple  and  widely  prac- 
ticed. Once  again,  results  must  be  interpreted 
cautiously  and  considered  in  the  context  of  ob- 
server experience. 

Few  studies  have  considered  the  diagnostic  ac- 
curacy of  ultrasonography  for  Mullerian  anomaly. 
It  may  be  helpful  in  distinguishing  between  a 
uterine  septum  and  a bicornuate  uterus,  an  area 
in  which  the  HSG  is  particularly  weak. 

For  more  than  ten  years,  fluid  infusion  in  the 
uterine  cavity  while  performing  ultrasonography 
has  been  gaining  acceptance.  This  has  been 
called  so  nohyste  rog  ra  phy  (SH),  hystero- 
sonography (HSN)  or  saline-infused  sonography 
(SIS).  This  simple  technique  enables  better  as- 
sessment of  the  uterine  cavity,  clearly  delineates 
uterine  polyps,  submucosal  myomas,  intramural 
myomas  and  may  be  of  assistance  in  delineating 
a uterine  septum.  The  technique  was  initiated  in 
Europe  and  has  recently  gained  acceptance  in 
North  America.  Initial  data  suggest  that  the 
technique  holds  great  promise  and  it  may  even- 
tually not  only  supplant  HSG  but  also  diagnostic 
hysteroscopy.  Color  Doppler  techniques  can  fur- 
ther enhance  the  merit  of  this  approach. 


HYSTEROSCOPY 

Hysteroscopy  is  considered  by  many  to  be  the 
gold  standard  when  it  comes  to  the  identification 
of  Mullerian  anomalies.  It  also  cannot  discrimi- 
nate between  a uterine  septum  and  a bicornuate 
uterus.  However,  hysteroscopy  coupled  with 
laparoscopy  not  only  allows  the  accurate  diag- 
nosis of  a uterine  septum  to  be  made  but  it  offers 
an  invaluable  surgical  approach  to  removal  of 
the  septum.6  In  addition,  hysteroscopy  can 


readily  identify  even  rare  intra-uterine  synechiae, 
though  the  clinical  significance  of  such  adhe- 
sions in  R PL  still  has  to  be  elucidated. 

The  technique  is  relatively  simple.  Hysteroscopy 
can  be  performed  in  the  office  or  in  the  operating 
room.  Hysteroscopes  are  rigid  or  flexible.  Dis- 
tention of  the  uterine  cavity  can  be  accomplished 
with  gas  or  a liquid  medium.  The  procedure  is 
best  performed  in  the  early  follicular  phase,  soon 
after  the  end  of  menses. 

While  we  acknowledge  the  great  merit  of 
hysteroscopy,  it  is  very  easy  to  miss  significant 
findings  or  to  over  interpret  findings  of 
hysteroscopy.  The  latter  can  trigger  unnecessary 
interventions  and  iatrogenic  disorders. 


MAGNETIC  RESONANCE  IMAGING 

Magnetic  Resonance  Imaging  (MRI)  has  received 
much  attention  lately  as  an  excellent  non-invasive 
diagnostic  method  for  Mullerian  anomalies.7  It 
is  generally  more  expensive  that  the  other  imag- 
ing studies  presented  here.  Most  of  the  series 
published  to  date  suffer  from  small  numbers. 
There  may  be  a bias  toward  reporting  successful 
series  and  under  reporting  series  where  MRI  may 
have  failed  to  make  the  right  diagnosis. 

T2-weighted  images  allow  definition  of  the  inter- 
nal anatomy  of  the  uterine  cavity  as  well  as  the 
external  contour  of  the  uterus.  It  appears  that  this 
technique  may  eventually  supplant  laparoscopy 
for  the  diagnosis  of  a bicornuate  uterus. 

We  currently  reserve  MRI  for  those  cases  where 
a bicornuate  uterus  is  suspected  in  the  context  of 
RPL.  The  other  area  where  MRI  is  of  great  assis- 
tance is  in  the  elucidation  of  complex  Mullerian 
anomalies  such  as  blind  uterine  horn. 


DIAGNOSIS  OF  THE  INCOMPETENT  CERVIX 

The  diagnosis  of  an  incompetent  cervix  is  still 
based  principally  on  clinical  history,  with  a report 
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of  painless  dilatation  of  the  cervix  and  miscar- 
riage.8 Objective  findings  for  an  incompetent 
cervix  are  difficult  to  establish.  Traditionally,  it 
has  been  stated  that  the  ability  of  passing  a 
Hegar  dilator  size  6-8  through  the  cervix  without 
resistance  was  diagnostic  of  this  condition.  This 
fails  to  take  into  account  the  profound  changes 
which  may  occur  once  pregnancy  is  established. 
Conversely,  we  anecdotally  have  seen  many 
multiparous  patients  who  have  carried  many 
pregnancies  to  term  with  no  difficulty  while  their 
cervix  is  grossly  patulous. 

The  diagnosis  of  cervical  incompetence  by  HSG 
has  been  advocated  since  the  1950s?  Several 
large  scale  studies  for  cervical  incompetence 
have  been  performed  to  support  this  use  of  the 
HSG.10  Corrected  measurements  of  the  inner 
diameter  of  the  internal  os  of  greater  than  6-7 
mm  suggest  an  incompetent  cervix  on  HSG. 

Other  diagnostic  modalities  which  have  been 
proposed  for  the  diagnosis  of  the  incompetent 
cervix  include  MRI  and  ultrasonography8.  More 
data  need  to  be  accumulated  before  the  merit  of 
these  approaches  can  be  fully  established. 


CONCLUSION 

Presently  there  are  a myriad  of  diagnostic  tools 
available  to  evaluate  the  Mullerian  system  in 
patients  with  RPL.  We  as  physicians  need  to  be 
aware  of  both  the  positive  and  negative  aspects 
of  the  technologies  we  use.  This  will  enable  us  to 
diagnose  and  treat  Mullerian  malformations  in 
patients  with  RPL. 
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CERVICAL  CANCER 

Carcinoma  of  the  cervix  is  one  of  the  most 
common  malignancies  in  women,  accounting 
for  15,700  new  cases  and  4,900  deaths  in  the 
United  States  each  year.  Worldwide,  cervical 
cancer  is  second  only  to  breast  cancer  as  the 
most  common  malignancy  in  both  incidence  and 
mortality.  During  the  last  50  years  in  the  United 
States,  screening  programs  based  on  the 
Papanicolaou  (Pap)  smear  and  pelvic  examina- 
tion have  led  to  a steep  decline  in  incidence  and 
deaths  from  cervical  cancer. 

Both  invasive  cervical  cancers  and  precursor 
lesions  have  been  firmly  associated  with  the 
presence  of  human  papilloma  virus  (HPV).  It  has 
also  been  well  established  that  most  squamous 
cell  cancers  of  the  cervix  progress  through  a 
series  of  well-defined  preinvasive  lesions  and 
that  during  this  usually  lengthy  process,  the  dis- 
ease can  be  easily  detected  by  Pap  smear  screen- 
ing. During  this  preinvasive  stage,  cervical  squa- 
mous intraepithelial  lesions  (SIL)  can  be  con- 
trolled with  nearly  uniform  success  and  with  the 
retention  of  fertility. 

Many  treatment  and  quality  of  life  issues  remain 
unresolved  for  women  with  cervical  cancer.  To 
address  these  issues,  the  National  Cancer  Insti- 
tute and  the  NIH  Office  of  Medical  Applications 
of  Research  convened  a Consensus  Develop- 
ment Conference  on  Cervical  Cancer  on  April 
1-3,  1996.  A 13-member  panel,  representing 


gynecologic,  medical,  and  radiation  oncologists, 
gynecologists,  pathologists,  epidemiologists,  and 
patients,  listened  to  presentations  by  experts  and 
reached  conclusions  on  four  critical  questions. 


HOW  CAN  WE  STRENGTHEN  EFFORTS 
TO  PREVENT  CERVICAL  CANCER? 

Despite  the  recognized  benefits  of  Pap  smear 
screening,  substantial  subgroups  of  American 
women  have  not  been  screened  or  are  not 
screened  regularly.  One-half  of  the  women  with 
newly  diagnosed  invasive  cervical  carcinoma 
have  never  had  a Pap  smear,  and  another  10 
percent  have  not  had  a smear  in  the  past  5 years. 
Unscreened  populations  include  older  women, 
the  uninsured,  ethnic  minorities  (especially  His- 
panics  and  elderly  blacks),  and  poor  women, 
particularly  those  in  rural  areas.  To  improve 
outreach,  community-based,  culturally  sensitive 
approaches  to  reaching  diverse  ethnic  popula- 
tions are  recommended. 

Pap  smear  methods  have  changed  little  since  the 
test  was  introduced  in  the  late  1940s. 
Liquid-based  specimen  collection  methods  are 
currently  being  evaluated  to  improve  sampling 
and  cell  preservation  and  presentation.  In  fall 
1995,  the  Food  and  Drug  Administration  (FDA) 
approved  two  automated  instruments  for  re- 
screening smears  evaluated  as  negative  on  the 
initial  screen.  Data  from  clinical  trials  suggest 
that  these  could  reduce  the  rate  of  false  negative 
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smears,  but  neither  the  efficacy  in  routine  prac- 
tice nor  the  cost-benefit  of  these  devices  has 
been  determined. 

A strong  causal  relationship  between  HPV  and 
cervical  cancer  and  its  precursors  has  been 
established.  The  virus  is  transmitted  through 
sexual  intercourse,  with  a peak  prevalence  of 
infection  in  women  in  the  22-25  age  group. 
Primary  prevention  of  HPV  infection  will  require 
1)  directing  education  efforts  toward  adoles- 
cents and  health  care  providers  regarding  the 
strong  causal  link  between  acquisition  of  HPV  as 
a sexually  transmitted  disease  and  development 
of  cervical  cancer  and  its  precursors,  2)  encour- 
aging delayed  onset  of  sexual  intercourse,  3) 
developing  an  effective  prophylactic  vaccine, 
and  4)  developing  effective  vaginal  microbicides. 
The  data  on  the  use  of  barrier  methods  of 
contraception  to  prevent  the  spread  of  HPV  are 
controversial  but  do  not  support  this  as  an 
effective  method  of  prevention. 

Secondary  prevention  efforts  must  focus  on 
1)  developing  effective  antiviral  agents  to  treat 
HPV  and/or  prevent  transformation,  2)  develop- 
ing therapeutic  vaccines  to  prevent  HPV  progres- 
sion, 3)  improving  the  sensitivity  and  specificity 
of  screening  for  the  precursors  of  cervical  can- 
cer, and  4)  expanding  education  and  screening 
programs  to  target  underscreened  populations. 


WHAT  IS  THE  APPROPRIATE  MANAGEMENT 
OF  LOW-STAGE  CERVICAL  CANCER 
(FIGO  STAGES  1-11A)? 

The  diagnosis  of  stage  IA1  cervical  squamous 
cell  carcinoma  should  be  based  on  cone  biopsy, 
not  punch  cervical  biopsy,  preferably  by  using  a 
technique  that  does  not  result  in  cauterized 
margins.  At  this  stage,  simple  hysterectomy  or 
cone  biopsy  (with  negative  margins)  is  virtually 
100  percent  curative;  the  choice  of  therapy 
should  be  influenced  by  the  patient's  desire  to 
preserve  fertility.  At  our  present  state  of  knowl- 
edge, a category  of  cervical  adenocarcinoma 
that  could  be  treated  conservatively  in  order  to 


preserve  fertility  cannot  be  identified. 

Patients  with  IA2  lesions  can  be  treated  with 
primary  radical  or  modified  radical  hysterectomy 
or  primary  radiation  therapy  with  equivalent 
results.  The  choice  of  therapy  should  be  influ- 
enced by  such  factors  as  ovarian  preservation, 
comorbid  conditions,  and  potential  late  side 
effects. 

Patients  with  stages  IB  and  1 1 A cervical  cancer  are 
appropriately  treated  with  either  radical  hyster- 
ectomy with  pelvic  lymphadenectomy  or  radia- 
tion therapy  (external  beam  therapy  and 
brachytherapy)  with  equivalent  results.  The  choice 
of  therapy  should  be  influenced  by  the  same 
factors  described  in  patients  with  stage  IA2  dis- 
ease. To  minimize  morbidity,  primary  therapy 
should  avoid  the  routine  use  of  both  radical 
surgery  and  radiation  therapy. 

The  optimal  role  for  imaging  studies  in  defining 
the  extent  of  disease  and  in  planning  radiation 
therapy  needs  further  investigation  as  does  the 
measurement  of  serum  tumor  markers  in  patients 
with  invasive  cervical  cancer. 


WHAT  IS  THE  APPROPRIATE  MANAGEMENT 
OF  ADVANCED-STAGE  AND  RECURRENT 
CERVICAL  CANCER? 

For  stage  MB  or  greater,  the  standard  of  care  is 
primary  radiation  therapy,  consisting  of  external 
beam  radiation  using  megavoltage  radiation 
energies  and  brachytherapy.  Low-dose-rate 
brachytherapy  (LDR)  significantly  reduces  the 
rate  of  local  recurrence.  The  use  of  high-dose-rate 
brachytherapy  (HDR)  has  been  increasing,  al- 
though more  studies  are  needed  to  define  opti- 
mal fractionation  schemes  as  well  as  long-term 
complications  of  this  method. 

Cytotoxic  chemotherapy  for  advanced  cervical 
cancer  is  currently  under  study.  Cisplatin  is  the 
drug  with  the  best  documented  single-agent 
activity.  At  present  there  is  no  evidence  that  the 
addition  of  other  drugs  improves  survival.  Pa- 
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tients  with  locally  recurrent  disease  are  treated 
with  the  modality  not  previously  received.  Pa- 
tients who  have  had  a hysterectomy  should  re- 
ceive pelvic  radiation  therapy.  Patients  who  have 
had  maximal  radiation  therapy  may  have  sur- 
gery, depending  on  site  of  recurrence  and  extent 
of  disease.  The  clearest  role  for  surgical  therapy 
is  for  centrally  recurrent  disease.  For  most  pa- 
tients, tailored  pelvic  exenteration  remains  the 
standard  surgical  approach.  Aggressive  thera- 
pies for  recurrent  disease  after  radiation  are 
emotionally,  physically,  and  economically  costly, 
and  this  should  be  considered  in  making  treat- 
ment decisions. 

Palliative  treatment  is  appropriate  for  patients 
with  symptomatic  disease  and  can  be  achieved 
in  most  patients  by  radiation  therapy.  Oncologists 
should  assure  patients  that  psychological  sup- 
port and  adequate  treatment  of  all  symptoms, 
including  pain,  are  part  of  the  treatment  plan. 


WHAT  ARE  NEW  DIRECTIONS  FOR 
RESEARCH  IN  CERVICAL  CANCER? 

In  the  area  of  prevention,  more  research  is 
needed  on  the  modification  of  high-risk  behavior 
in  young  people.  In  addition,  research  is  needed 
on  the  optimal  methods  of  evaluating  and  treat- 
ing HIV-positive  women  with  cervical  lesions; 
improved  screening  in  populations  that  are  typi- 
cally underscreened;  provider  behaviors  that 
influence  patient  and  clinician  compliance  with 
Pap  smear  screening;  and  methods  of  improving 
the  accuracy  and  interpretation  of  cytologic  sam- 
pling techniques,  including  liquid-based  systems 


and  computer  automation.  Also  needed  is  re- 
search to  develop  markers  to  predict  which 
women  with  low-grade  lesions  are  likely  to  de- 
velop high-grade  lesions  or  cancer.  Support 
should  also  be  given  to  research  on  topical 
microbicides  that  may  prevent  infection  with 
HPV. 

Additional  research  is  needed  to  improve  stag- 
ing, treatment,  and  quality  of  life  for  cervical 
cancer  patients.  Included  among  these  are  in- 
vestigations into  optimal  pre-  and  post-treatment 
imaging;  prognostic  markers  to  improve  treat- 
ment selection;  laparoscopic  surgical  techniques; 
radiobiology;  and  the  addition  of  systemic  che- 
motherapy to  radiation  therapy. 

Cervical  cancer  can,  in  theory,  be  prevented  and 
treated  by  HPV  vaccine  therapy;  this  research 
holds  promise  for  a profound  impact  on  this 
disease. 


MORE  INFORMATION 

Free,  single  copies  of  the  complete  NIH  consen- 
sus statement  on  Cervical  Cancer  may  be  or- 
dered by  mail  from  the  NIH  Consensus  Program 
Information  Center,  P O.  Box  2577,  Kensington, 
MD  20891,  or  by  calling  toll  free  1-888-NIH- 
CONSENSUS. 

The  full  text  of  this  statement  is  also  available  on 
the  Internet  by  visiting  the  NIH  Internet  web  site 
at  http://consensus.nih.gov. 
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If  you  had  a heart  attack  today, 
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To  receive  a free  quote , or  more  information 
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24  hours  a day . 
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SHORT  REPORT 


Threat  to  Medicine's  Most 
Successful  Cancer  Screening  Test 


Submitted  by  the  College  of  American  Pathologists 


The  Papanicolaou  (Pap)  smear,  the  most 
successful  cancer  screening  test  in  medical  history, 
is  at  an  historic  crossroads.  According  to  a 
leading  medical  journal,  Archives  of  Pathology  & 
Laboratory  Medicine,  although  common  use  of 
the  Pap  test  has  reduced  deaths  from  cervical 
cancer  by  as  much  as  80  percent,  the  qualities  that 
have  made  it  successful  - availability  and 
affordability  - are  being  threatened. 

An  editorial  in  the  March  5,  1997  issue  of  the 
Journal  of  the  American  Medical  Association 
(JAMA)  highlights  the  problems  with  the  Pap  smear 
that  are  discussed  in  detail  in  the  Archives  of 
Pathology  & Laboratory  Medicine. 

The  Pap  smear,  like  the  mammogram,  is  a 
screening  test  that  will  never  be  100  percent 
accurate.  In  spite  of  this,  during  the  past  half 
century  hundreds  of  thousands  of  women  have 
been  saved  from  a cancer  death  by  this  test,  and 
the  Pap  smear  should  remain  available  for  all. 
Leaders  in  health  care  and  in  the  public  sector  are 
urged  to  do  all  in  their  power  to  help  achieve  this 
goal. 


Threats  to  the  Pap  test  may  be  a result  of  its 
success.  Threats  come  from  demands  by  the 
media,  the  public,  the  regulatory  agencies,  and 
the  legal  establishment  for  the  near  elimination  of 
false  negatives,  while  the  current  health  care 
paradigm  demands  that  this  effort  be  achieved 
without  increasing  costs. 

The  development  of  automated  technologies 
promises  to  decrease  the  number  of  false  negative 
results,  but  only  while  increasing  both  the  number 
of  false  positive  results  and  the  cost  for  the  Pap 
test,  potentially  leading  to  its  decreased 
availability. 

Because  most  cancers  of  the  cervix  are  slow  in 
developing,  more  frequent  low-cost  screenings 
may  be  more  important  than  very  expensive  efforts 
to  decrease  the  false  negative  rate.  The  latter 
could  have  the  ironic  result  of  reducing  access  of 
high-risk,  low  income  women  to  this  lifesaving 
examination 
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BEAN 
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USAF  HEALTH  PROFESSIONS 
TOLL  FREE 
1-800-423-USAF 


EDITORIAL 


Physician  Responsibility 

E.  Wayne  Martz,  M.D. 


If  a person  does  harm  is  his  or  her  doctor 
responsible?  It  seems  that  in  some  cases  the 
answer  is  "Yes".  The  doctor  should  have  re- 
ported the  situation  to  authorities.  What  about 
the  doctor/patient  privilege  and  confidentiality 
and  all  that?  The  doctor  can  be  sued  for  divulg- 
ing confidential  information,  but  if  there  is  a real 
and  present  danger  to  others  he  is  cleared.  That 
sounds  like  a judgment  call.  When  a patient  says 
"That  man!  I could  shoot  him!"  or  "I'd  like  to 
strangle  that  woman",  do  they  really  mean  it,  or 
is  that  just  a figure  of  speech? 

Three  or  more  situations  come  to  mind.  One  is 
child  abuse.  Doctors  who  see  children  seem  to 
have  that  one  pretty  well  worked  out.  If  they  have 
reason  to  suspect  it,  they  report  it.  Any  innocent 
parents  may  be  seriously  inconvenienced,  to  say 
the  least,  by  that  report,  and  they  become  abso- 
lutely irate  at  the  doctor,  but  to  the  best  of  my 
knowledge-,  nothing  comes  of  it.  The  doctor  is 
exonerated. 

The  second  situation  is  the  psychiatrist  who  fails 
to  report  a dangerous  and  threatening  patient. 
That  can  be  a very  serious  problem. . .for  every- 
one. There  is  an  old  saying  that  if  someone  dies 
in  a psychiatrist's  office  it  is  usually  not  the 
patient,  pointing  up  an  occupational  hazard  all 
psychiatrists  face.  Not  too  long  ago  we  read  of 
a doctor  held  partly  responsible  for  failure  to 
report  and  warn  of  the  homicidal  intentions  of 
one  of  his  patients. 


Third  is  one  that  is  partly  defined  by  law.  In 
Delaware  any  doctor  treating  patients  with  epi- 
lepsy is  required  to  report  those  patients  to  the 
Division  of  Motor  Vehicles  (DMV),  and  to  recom- 
mend whether  that  person  can  operate  a motor 
vehicle  safely.  This  law  makes  the  doctor  a 
policeman,  judge  and  jury,  and  has  been  on  the 
books  for  many,  many  years.  It  should  be  com- 
pletely rewritten  for  many  reasons. 

1)  There  are  many  conditions  that  can  interfere 
with  a person's  ability  to  operate  a motor  vehicle 
safely.  The  law  is  specific  about  epilepsy,  certain 
visual  defects  and  severe  mental  retardation,  but 
there  are  a whole  host  of  other  conditions  - 
neurosensory,  cardiovascular,  metabolic  and 
orthopedic  problems,  for  example,  to  say  noth- 
ing of  substance  abuse  and  psychiatric  prob- 
lems, which  endanger  everyone  every  day  on  the 
highways. 

2)  The  basic  transaction  of  issuing  a driver's 
license  is  between  the  applicant  and  the  DMV. 
Many  other  people,  including  doctors,  have 
knowledge  about  safe  driving  and  disabilities, 
and  all  have  some  responsibility  to  advise  the 
DMV,  but  that  can  more  properly  be  executed  by 
forming  an  Advisory  Committee  or  Committees. 

3)  We  all  tend  to  look  on  the  bright  side  of  our 
disabilities,  especially  if  there  is  something  we 
want,  and  patients  have  been  known  to  stretch 
the  truth  in  telling  doctors  the  degree  of  their 
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handicaps.  Doctors  then  make  decisions  based 
on  those  statements,  and  are  liable.  Applications 
for  new  or  renewal  of  licenses  should  incorpo- 
rate signed  statements  by  the  applicant,  nota- 
rized, with  severe  penalties  for  fraud  or  misrep- 
resentation, up  to  and  including  permanent  loss 
of  license. 

4)  The  whole  system  of  reporting  accidents  needs 
to  be  revised  and  fed  into  a central  clearing 
house  at  the  DMV.  Many  people  and  agencies 
have  an  interest  and  involvement  with  this  includ- 
ing insurers,  body  shops,  police,  attorneys,  etc. 
Minor  incidents  can  be  a warning  of  major 
accidents  to  come,  and  multiple  reports  within  a 
brief  period  of  time  should  trigger  automatic 
suspension  of  driving  privileges  until  things  can 
be  straightened  out. 

Political  considerations,  turf  battles,  various  self- 
interest  groups  and  potential  costs  make  a quag- 
mire of  any  attempt  to  reform  this  whole  issue. 
The  Medical  Society  of  Delaware  is  entering  into 
this  jungle  in  the  public  interest.  The  Board  of 
Trustees  has  approved  it,  and  legislation  is  about 
to  be  recommended  and  written.  The  Medical 
Society  can  use  all  the  help  and  support  it  can 
get. 
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LETTER  TO  THE  EDITOR 


Submitted  by: 


S.  Jay  Kumar,  M.D. 
Orthopaedic  Surgeon 
duPont  Hospital  for  Children 


To  the  Editor: 

I read  your  fascinating  editorial,  Is  Health  Care  a 
Right,  in  the  February  issue  of  the  Delaware 
Medical  Journal.  The  last  line  of  your  editorial, 
"but  can  we  agree  and  speak  with  one  voice  and 
be  willing  to  put  up  with  the  negatives  for  the 
greater  good  of  all?"  is  a fact  that  may  not  happen. 
Recently,  I had  a letter  from  a good  friend  of  mine 
in  California.  He  states,  "Things  in  California  are 
very  turbulent  with  the  managed  care  revolution 


and  hospitals  and  doctors  not  always  cooperating 
optimally  for  their  mutual  survival."  This  echoes 
the  views  you  have  expressed.  I am  tempted  to 
quote  from  the  Danish  writer,  Karen  Blixen,  "The 
rich  and  the  poor  are  two  locked  caskets  - of  which 
each  contains  the  key  to  the  other."  Isn't  this  what 
is  happening  between  the  physician  and  hospitals 
and  nobody  wants  to  give  in? 


Picture  your  future  in  tlie  sunny  South! 
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William  J Wier  Jr  announces  that 
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Stephen  Rapposelli,  FT  OCS;  Sarah  Slone,  Kelly  Archer,  Shirley  Ziats,  John 
Bradley,  PI  Not  pictured  are:  Brenda  Gresset,  PT;  Jennifer  Rapposelli,  PI 


PHYSICAL  THERAPY 


tat  Hockessln 


V. 


720  Yorklyn  Road  • Suite  110 
Hockessin,  DE  19707 

(302)  234-2288 


y 
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NEWEDITOR? 

Dr.  Wayne  Martz  has  indicated  an  intention  to  step 
down  as  Editorofthe  Delaware  Medical  Journal 
around  the  end  of  1 997.  A Search  Committee  has 
been  formed  to  select  his  successor.  If  you  are  inter- 
ested in  this  position,  please  contact  a member  of  the 
Committee  below,  or  send  your  C.V.  and  a sample  of 
you  r wri  ti  ng  to  the  Med  i cal  Society  of  Dela  ware,  atten- 
tion Beverly  Dieffenbach. 

The  Search  Committee  consists  of: 

• Martin G.  Begley, M.D. - Dover 

• Virginia  U.  Collier,  M.D. - Newark 

• Andrew  J.  Doorey,  M.D. -Wilmington 

• Robert  A.  Doughty,  M.D.  - Wilmington 

• Joseph  F.  Rubacky  III,  D.O. - Dover 

• Roger B.  Thomas,  M.D. -Wilmington 

• Paul  E.  Howard,  M.D.-  President,  Ex  Officio 


JEFFERSON  PERFORMS  ITS  FIRST 
COMBINED  KIDNEY/PANCREAS 
TRANSPLANT 

The  Division  of  Transplantation  at  Thomas 
Jefferson  University  Hospital  recently  performed  its 
first  combined  kidney/pancreas  transplant. 

Thirty-four-year-old  K.  Scharff  of  Wilmington, 
Delaware  had  been  a diabetic  since  birth.  Since 
Scharff's  pancreas  could  not  make  insulin,  she 
could  not  properly  metabolize  the  sugar  in  her 
system.  This  caused  her  diabetes,  and  her  kidneys 
to  fail. 

Thanks  to  the  lifesaving  transplant  performed  by 
Gary  A.  Wilson,  M.D.,  Division  of  Transplantation 
at  Jefferson,  Scharff  is  now  doing  well  and  is  no 
longer  diabetic  or  in  kidney  failure. 

"This  is  the  best  I've  felt  in  my  whole  life,"  says 
Scharff.  "And,  for  the  first  time  in  my  life,  I was  able 


to  eat  cake  for  my  birthday  in  January.  As  a former 
diabetic,  this  was  something  I couldn't  do  before 
the  transplant."  Scharff,  who  has  been  unable  to 
work  since  1992,  has  plans  to  go  back  to  school 
once  her  recovery  is  complete. 

Dr.  Wilson  recently  |oined  Jefferson  after 
completing  a two-year  fellowship  in  transplanta- 
tion at  The  Ohio  State  University  Medical  Center 
in  Columbus,  Ohio. 

Dr.  Wilson  says  that  Scharff  is  doing  exceptionally 
well.  "This  type  of  surgery  is  becoming  more 
common  in  patients  like  K.  who  have  had  juvenile 
diabetes,"  he  explains.  "If  she  received  a kidney 
transplant  only,  she  still  would  have  been  diabetic 
and  there  would  have  been  a risk  that  her  kidneys 
would  have  failed  again  from  diabetes." 


MEDICAL  CENTER  PHYSICIAN  EARNS 
TOP  HONOR 

William  J.  Holloway,  M.D.,  Director  of  the  Infec- 
tious Disease  Laboratory  at  the  Medical  Center  of 
Delaware,  has  earned  the  top  distinct  ion  of  Mas- 
ter in  the  American  College  of  Physicians  (ACP) . 
Only  one  other  Delaware  physician,  Lewis  Flinn, 
M.D.  (1897-1986)  in  1974,  won  this  top  honor. 
Dr.  Holloway  was  elected  a Master  bythe  ACP 
Board  of  Regents  and  received  this  honor  at  their 
annual  meeting  in  Philadelphia  on  March  22. 

Dr.  Holloway  has  been  an  outstanding  leader  in 
research,  medical  education,  private  practice  and 
the  Delaware  Chapter  of  the  American  College  of 
Physicians.  He  maintained  an  active  practice  of  in- 
ternal medicine  and  infectious  disease  in  Wilm- 
ington for  35  years  from  1954  to  1989.  In  1964, 
he  began  the  Infectious  Disease  Research  Labora- 
tory at  the  Wilmington  Medical  Center  (which  later 
became  the  Medical  Center  of  Dela  ware).  Under 
his  leadership,  the  Medical  Center  has  been  in- 
volved in  numerous  clinical  trials.  Dr.  Holloway's 
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research  has  been  published  in  major  medico  I and 
scientific  journals  including  the  American  Journal 
of  the  Medical  Sciences,  Infectious  Disease  Reviews, 
Medical  Clinics  of  North  America,  and  the  Southern 
Medical  Journal . Dr.  Holloway  has  been  a guest  lec- 
turer in  the  field  of  infectious  disease  in  all  50  states 
and  28  countries. 

Asa  leader  in  medical  education,  Dr.  Holloway  devel- 
oped the  Annual  Infectious  Disease  Symposium,  now 
in  its  34th  year.  Throughout  the  years,  this  medical 
education  series  has  featured  experts  in  the  increas- 
ingly important  field  of  infectious  disease. 

Between  1 988  and  1 992,  Dr.  Holloway  served  as 
Governor  for  the  Delaware  Chapter  of  the  American 
Col  lege  of  Physicians.  During  that  term,  he  increased 
the  membership  of  the  local  chapter  and  served  on  the 
national  Credentials  Committee. 

The  title  of  "master"  is  awarded  to  ACP  members  who 
have  already  attained  the  distinction  of  fellow  and 
are  being  further  recognized  fortheir"personalchar- 
acter,  position  of  honorand  influence,  eminence  in 
practice  or  in  medical  research  or  other  attainments 
in  science  or  in  the  art  of  medicine". 


NEED  CME  CREDITS? 

Eastern  Shore  Medical  Symposium 

Where:  Rehoboth  Beach,  Delaware 

When:  8:00  a. m., Monday,  June 23 through 

1 2:30  p.m.,  Friday,  June 27 

What:  Scientific  program  - maximum  23  CME 

Category  f credit  hours. 

Family  recreational  programs  - daily. 

Sponsored  by  Jefferson  Medical  College  and  the 
University  of  Delaware. 

For  more  information, call  Jerri  Heater  orAnn  Harvey 
at  the  University  of  Delaware  (302)  83 1 -3474 . 


Practical  politics  consists  in 
ignoring  the  facts. 

-Henry  Adams 


Money  or  Control? 

Seminar  - The  Pros  & Cons  of  Selling  Your  Practice 

Speaker’s  Panel 

William  F.  Carello,  Carel/o  Associates 
William  A.  Santora,  CPA,  Santora,  Starr  & Baffone 
William  J.  Martin,  Esquire,  Prickett,  Jones,  Elliott,  Kristol  & Sclmee 

Kevin  P.  Brady,  CIC,  KT&D  Insurance,  Inc. 
Robert  Elder,  Christiana  Bank  & Trust  Company 

Topics  Discussed  by  Local  Experts 

^ What  to  Look  for  When  Selling  a Practice  hp  Who’s  a Potential  Buyer 

^ What  to  Avoid  When  Selling  a Practice  ^ How  to  Value  a Practice 

Contract  Provisions  to  Avoid  at  All  Costs 
&r  Protection  From  Future  Claims  Arising  out  of  Past  Procedures 


Sponsored  by:  Healthcare  Management  Services,  Inc. 
May  15, 1997  • 5:30  P.M.  - 8:00  P.M. 

For  more  information,  call  Linda  Pappajohn,  (302)  737-6200 


226 


Del  Med  Jrl,  April  1997,  Vol  69  No  4 


DEMOGRAPHICS  OF  AIDS  CASES  REPORTED  IN  DELAWARE 


(Through  October  31,  199 6) 


EXPOSURE 

MALE 

FEMALE 

TOTALS 

All 

Cases 

1996 

Cases 

All 

Cases 

1996 

Cases 

All 

Cases 

1996 

Cases 

Homosexual  or  Bisexual  Man 

602 

53 

N/A 

N/A 

602 

53 

Injecting  Drug  User (IDU) 

531 

91 

206 

34 

737 

125 

Homo/BiIDU 

106 

5 

0 

0 

106 

5 

Hemophilia 

6 

0 

0 

0 

6 

0 

HeterosexualContact 

50 

4 

119 

17 

169 

21 

Transfusion-related1 

8 

2 

12 

1 

20 

3 

Parent  HIV-infected 

4 

0 

7 

1 

11 

1 

Underinvestigation 

62 

27 

23 

16 

85 

43 

TOTALS 

1369 

182 

367 

69 

1736 

251 

1 0fthe20transfusion  cases  in  Delaware,  one  was  given  blood  supplied  by  the  Blood  Bank  of  Delawareand  that  transfusion  occurred  before  HIV-antibody  screening  be- 
came available 


AGE 

All 

Cases 

1996 

Cases 

RACE/ETHNICITY 

All 

Cases 

1996 

Cases 

Under5 

12 

1 

White,  notHispanic 

577 

62 

5-12 

1 

0 

Black, notHispanic 

1055 

171 

13-19 

5 

1 

Hispanic 

96 

18 

20-29 

270 

24 

AllOthers 

8 

0 ' 

30-39 

863 

122 

TOTALS 

1736 

251 

40-49 

429 

74 

Over49 

156 

29 

TOTALS 

1736 

251 

COUNTY  OF 
RESIDENCE 

Alive 

Dead 

Total 

YEAROF 

DIAGNOSIS 

Cases 

Dead 

KentCounty 

68 

95 

163 

1981 

1 

1 

NewCastleCounty 
(Outside  Wilmington) 

217 

305 

522 

1983 

3 

3 

1984 

5 

5 

Wilmington 

359 

442 

801 

1985 

17 

17 

SussexCounty 

104 

146 

250 

1986 

36 

36 

TOTALS 

748 

988 

1736 

1987 

39 

37 

1988 

78 

71 

1989 

79 

69 

TOTALU.S. CASES  REPORTED 

1990 

108 

88 

October  1 994  through  September  1995  October  1 995  through  September  1996 

73,848  70,998 

1991 

123 

101 

1992 

258 

189 

September  1996  AIDS  statistics  from  the  Centers  for  Disease 
Control  and  Prevention  (CDC)  show  558,530  adults  and  7,472 
children  under  1 3 for  a total  of  566, 002. 

1993 

262 

165 

1994 

287 

114 

1995 

264 

72 

1996 

176 

20 

TOTALS 

1736 

988  i 
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TAM  Consulting  Associates,  Inc. 

Information  Management  Services 

OUR  MISSION: 


TO  HELP  YOU  WORK  SMARTER 
NOT  HARDER 


DOES  THE  THOUGHT  OF  SELECTING 
NEW  TECHNOLOGY  FOR  YOUR  PRACTICE 
SEND  CHILLS  DOWN  YOUR  SPINE??? 


ARE  YOU  SURE  YOUR  CURRENT 
AUTOMATION  VENDOR  IS 
GIVING  YOU  THE  BEST  DEAL??? 


WE  CAN  HELP  !!! 


Our  services  include: 

• Development  of  a Strategic  Information  Systems  Plan  that  will  help  identify  and  meet 

your  practice's  future  automation  objectives  and  directions. 

• Assessment  of  the  offices  current  operational  environment. 

• Evaluation  and  selection  of  technology  solutions  and  cost  effective  improvements. 

• Review  and  negotiation  of  hardware  and  software  system  acquisitions  and  support  contracts. 

• Provide  technology  and  data  management  on  an  outsourced  basis. 


Give  us  a call  today  !!! 
(302)425-5560 


TAM  Consulting  Associates,  Inc. 

1701  Augustine  Cut-Off,  Suite  14  • Wilmington,  DE  19803 
Thomas  A.  Mieszala  - President 


MEDICAL  SOCIETY  OF  DELAWARE  - ACTIVE  NEW  MEMBERS 


NewCastleCounty  Members 

Members  Accepted  After  Publication  of thePictoral  Roster 


NAME: 

Islam  J.AIjunaidi,M.D. 

OFFICE: 

Adams  Four  Shopping  Plaza,  Suite  403 
4th  & Adams,  Wilmington,  DE  1 9804 

PHONE: 

(302)655-5822 

MED. SCHOOL: 

Faculty  of  Medicine,  The  University  of 
Jordan,  1 990 

SPECIALTY: 

Internal  Medicine  (1995) 

NAME: 

Lisa  A.  Bennett,  M.D. 

OFFICE: 

St.  Francis  Hospital,  EM  Dept.,  7th  & 
Clayton  Sts.,  Wilmington,  DE  19805 

PHONE: 

(302)421-4333 

MED. SCHOOL: 

Northeastern  Ohio  University  College 
of  Medicine,  1 993 

SPECIALTY: 

Emergency  Medicine 

NAME: 

James G.  Berlin,  D.O. 

OFFICE: 

4901  Limestone  Road,  Suite  B, 
Wilmington,  DE  1 9808 

PHONE: 

(302)235-1213 

MED. SCHOOL: 

Philadelphia  College  of  Osteopathic 
Medicine,  1 986 

SPECIALTY: 

Family  Medicine  (1  995) 

NAME: 

CurtD.  Blacklock,  D.O. 

OFFICE: 

2600  Summit  Bridge  Road,  Suite  1 26 
Newark,  DE  19702 

PHONE: 

(302)836-0100 

MED. SCHOOL: 

University  of  Osteopathic  Medicine  and 
Health  Sciences,  1 986 

SPECIALTY: 

Internal  Medicine  (1  990) 

NAME: 

EliasT.  Chua,M.D. 

OFFICE: 

Anesthesia  Serv.  PA,  200  Continental 
Drive,  Suite  21  0,  Newark,  DE  1 97 1 3 

PHONE: 

(302)733-2670 

MED. SCHOOL: 

New  YorkMedical  College,  1 990 

SPECIALTY: 

Anesthesiology  (1  996) 

NAME: 

Aliya  S.  Ferouz,  M.D. 

OFFICE: 

700  N.  Clayton  Street,  P.O.  Box 993, 
Wilmington,  DE,  1 9899 

PHONE: 

(302)656-6510 

MED. SCHOOL: 

University  of  Pennsylvania  School  of 
Medicine,  1 991 

SPECIALTY: 

Otolaryngology 

NAME: 

Linda  S.  Galef-Surdo,  M.D. 

OFFICE: 

200  Hygeia  Drive,  Newark,  DE  1 97 1 4 

PHONE: 

(302)421-2169 

MED. SCHOOL: 

Mount  Sinai  School  of  Medicine,  1 985 

SPECIALTY: 

Internal  Medicine  (1990) 

NAME: 

William  M.  Kirby,  M.D. 

OFFICE: 

4755  Ogletown-Stanton  Road, 
Newark,  DE  19718 

PHONE: 

(302)733-3681 

MED. SCHOOL: 

Pennsylvania  State  Univeristy  College 
of  Medicine,  1 989 

SPECIALTY: 

Anatomic  Pathology  (1  994) 

NAME: 

Shirley  P.  Klein, M.D. 

OFFICE: 

MCD,  501  W.  1 4th Street,  Wilmington, 
DEI  9899 

PHONE: 

(302)428-6461 

MED. SCHOOL: 

Boston  University  School  of  Medicine, 
1968 

SPECIALTY: 

Pediatrics,  (1973) 

NAME: 

Victoria  B.  Mawn,  M.D. 

OFFICE: 

31  05  Limestone  Road,  Suite  301 , 
Wilmington,  DE  1 9808 

PHONE: 

(302)633-1700 

MED. SCHOOL: 

Bowman  Gray  School  of  Medicine, 
1993 

SPECIALTY: 

Internal  Medicine  (1  996) 

NAME: 

Fiona  Y.Mudge,  M.D. 

OFFICE: 

Allied  MentalHIth,  1 601  ConcordPike, 
Suite  86-100,  Wilmington,  DE  I 9803 

PHONE: 

(302)655-5575 

MED. SCHOOL: 

Jefferson  Medical  College  of  Thomas 
Jefferson  University,  1 992 

SPECIALTY: 

Psychiatry 

NAME: 

Maher  N.  Nashed,  M.D. 

OFFICE: 

451  5 Griffin  Drive, 
Wilmington,  DE  19808 

PHONE: 

(302)998-1866 

MED. SCHOOL: 

Faculty  of  Medicine, 
Alexandria  University,  1 983 

SPECIALTY: 

Pediatrics  (1  995) 
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NAME: 

D.  Bruce  Pa nasuk,  M.D. 

OFFICE: 

Suite  203,  620  Stanton  Christiana 
Road,  Newark,  DE  19713 

PHONE: 

(302)994-9904 

MED. SCHOOL: 

Jefferson  Medical  College  of  Thomas 
Jefferson  University,  1 982 

SPECIALTY: 

Thoracic  Surgery  (1  99 1 ) 
General  Surgery  (1  988) 

NAME: 

Christoph  Pohl,  M.D. 

OFFICE: 

7234  LancasterPike,Suite301  B, 
Hockessin,  DE  1 9707 

PHONE: 

(302)234-5800 

MED. SCHOOL: 

VACommonwealth  University Medica 
College  of  Virginia,  1987 

SPECIALTY: 

Diagnostic  Radiology,  (1  994) 

NAME: 

Margaret  S.  Proctor,  M.D. 

OFFICE: 

Total  Health  Care,  Suite  1 01 , 1320 
Philadelphia  Pike,  Wilmington,  DE 
19803 

PHONE: 

(302)798-0666 

MED. SCHOOL: 

Hahnemann  University  School  of 
Medicine,  1 993 

SPECIALTY: 

Pediatrics 

NAME: 

Arlen  D.  Stone,  M.D. 

OFFICE: 

1 806  N.  Van  Buren  Street,  Wilmington 
DEI  9802 

PHONE: 

(302)654-7559 

MED. SCHOOL: 

Albany  Medical  College,  1990 

SPECIALTY: 

Family  Practice 

NAME: 

Joann  Vi llam rin,  M.D. 

OFFICE: 

31  4 EastMain  Street,  1 01  KelwayPlaza 
Newark,  DE  19711 

PHONE: 

(302)738-4800 

MED. SCHOOL: 

Johns  Hopkins  University  School  of 
Medicine,  1 992 

SPECIALTY: 

Pediatrics 

NAME: 

Patrick  A.  Wilson,  M.D. 

OFFICE: 

630  Churchman's  Road,  Suite  1 03, 
Newark,  DE  1 9702 

PHONE: 

(302)454-9830 

MED. SCHOOL: 

University  of  North  Carolina  at  Chape 
Hill,  1991 

SPECIALTY: 

Pathology  (1  996) 

NAME: 

Emad  S.  Younan,  M.D. 

OFFICE: 

Anesthesia  Dpt,  SFH,  P.O.  Box 2500, 
Wilmington,  DE  19805-0500 

PHONE: 

(302)421-4330 

MED. SCHOOL: 

Faculty  of  Medicine,  University  Ain 
Shams,  1 988 

SPECIALTY: 

Anesthesiology 

KentCounty  Members 

Members  Accepted  After  Publication  of thePictoral  Roster 


NAME: 

Asghar  M.  Anwar, M.D. 

NAME: 

Lillian  V.  Kraman-Roach,  M.D. 

OFFICE: 

DE  Hospital  for  Chronically  III,  100 

OFFICE: 

9 E.  Lockerman  Street,  Su 

ite302,  Dover 

Sunnyside  Road,  Smyrna  19977 

19901 

PHONE: 

(302)653-8556 

PHONE: 

(302)674-9188 

MED. SCHOOL: 

DowMedical  College,  Karachi  Univer- 

MED.SCHOOL: 

University  of  Puerto  Rico 

School  of 

sity-  Pakistan,  1 991 

Medicine,  1 973 

SPECIALTY: 

Internal  Medicine  (1  996) 

SPECIALTY: 

Psychiatry  (1  994) 

NAME: 

Steven  A.  Ebner,  M.D. 

OFFICE: 

640  S.  StateStreet,  Dover  1 9901 

PHONE: 

(302)674-7060 

MED. SCHOOL: 

New  York  University  School  of 
Medicine,  1 988 

SPECIALTY: 

Radiology  (1  992) 
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Sussex  County  Members 

Members  Accepted  After  Publication  of thePictoral  Roster 


NAME:  Angel  E.  Alicea,  M.D. 

OFFICE:  61  3 High  Street,  Seaford,  DE  19973 

PHONE:  (302)629-9099 

MED. SCHOOL:  Universidad  Central  Del  Caribe, 
School  of  Medicine,  1 988 
SPECIALTY:  Cardiovascular  Diseases 

Internal  Medicine  (1995) 


NAME:  Harvey  Y.  Lee, M.D. 

OFFICE:  25  Bridgeville  Road,  Georgetown,  DE 

19947 

PHONE:  (302)856-2254 

MED. SCHOOL:  University  of  Newcastle-Upon-Tyne, 
Medical  School,  1 989 
SPECIALTY:  Psychiatry  ( 1 994) 


NAME:  Jack  L.  Dilts,  D.O. 

OFFICE:  Milford  Memorial  Hospital,  Clarke 

Avenue,  Milford,  DE  19963 
PHONE:  (302)424-5341 

MED. SCHOOL:  Ki rksvi lie  College  of  Osteopathic 
Medicine,  1 975 

SPECIALTY:  General  Surgery  (1  989) 

NAME:  Donald  T.  Laurion,  D.O. 

OFFICE:  61  3 High  Street,  Seaford  19973 

PHONE:  (302)629-9099 

MED. SCHOOL:  West  Virginia  School  of  Osteopathic 
Medicine,  1 986 

SPECIALTY:  Cardiovascular  Diseases 

Internal  Medicine  (1  992) 


NAME:  Marita  Lind,  M.D. 

OFFICE:  1 2 1 S.  Front  Street,  Seaford,  DE  1 9973 

PHONE:  (302)629-5030 

SPECIALTY:  Pediatrics  ( 1 995) 

NAME:  Scott  D.  Olewiler,  M.D. 

OFFICE:  3809  HighwayOne,  Rehoboth  Beach, 

DE 19971 

PHONE:  (302)227-8115 

MED. SCHOOL:  Temple  University  School  of  Medicine, 

1990 

SPECIALTY:  Infectious  Disease 

Internal  Medicine  (1993) 


DUPONTHOSPITALFORCHILDREN 


Members  Accepted  After  Publication  of  thePictoral  Roster 


Lynda  R.  Arai,  M.D. 
FarahnakAssadi,  M.D. 
Balasubramania  H.  Athreya,  M.D. 
Magdy  W.  Attia,  M.D. 

StevenJ.  Bachrach,  M. D. 
WinslowJ.  Borkowski,  M.D. 

B.  Randall  Brenn,  M.D. 

Paula  D.  Brenn,  M.D. 

Robert  L.  Brent,  M. D. 

RobertP.  Brislin,  D.O. 

Hal  C.  Byck,  M.D. 

Pilar  A.  Caro,  M.D. 

Ian  Cassell,  M.D. 

Aaron  S.  Chidekel,  M.D. 

David  H.  Corddry,  M.D. 

Kathleen  M.  Cronan,  M.D. 

Edward  J.  Cullen,  D.O. 

Kirk  W.  Dabney,  M. D. 

Marta  S.  Diaz-Pupek,  D.O. 
Maureen  F.  Edelson,  M.D. 

JaneC.  Edmond,  M.D. 

Stephen  C.  Eppes,  M.D. 

RobertB.  Filmer,M.D. 


MarkS.  Finkelstein,  D.O. 

Fred  A.  Fow,  M.D. 

Daniel  S.  Glasstetter,  M.D. 
Elaine  Gonzalez-lbrahim,  D.O. 
Michael  H.  Goodman,  M.D. 
John  H.  Gould,  M.D. 
Gregory  C.  Griffin,  M.D. 
George  W.  Gross,  M.D. 

Neil  A.  Izen berg,  M.D. 

Aviva  L.  Katz,  M.D. 

Henry  H.  Khine,  M.D. 
Richard  S.  Kingsley,  M.D. 
Joel  D.  Klein,  M.D. 

Steven  H.  Klein,  M.D. 
Susanne  I.  Kost,  M.  D. 
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Here's  Our  Agenda 

It’s  simple.  It’s  straightforward.  And  it  represents  the  future  of 
medicine.  The  American  Medical  Association  presented  to  the 
Republican  and  Democratic  leadership  this  agenda  for  the  upcom- 
ing 105th  Congress.  Your  AMA  membership  strengthens  our  voice 
in  support  of  physicians  and  their  patients. . . and  will  enhance  our 
efforts  to  turn  these  goals  into  reality. 

• Patient  Protections  Above  all,  preserve  the  ability  of  physicians  to 
act  as  advocates  for  their  individual  patients.  Do  not  allow  insurers 
to  “gag”  physicians  or  withhold  medically  necessary  treatments 
from  their  patients. 

• Medicare  Reform  Make  the  Medicare  program  solvent.  Expand 
patient  choice  of  plans.  Allow  future  growth  rates  that  cover 
patients  needs.  Retain  special  protection  for  the  vulnerable 
and  elderly. 

• Medical  Education  and  Research  Continue  to  support  medical 
education  and  research  so  we  can  find  cures  for  killers  such  as 
AIDS  and  cancer. 

• Public  Health  Problems  Expand  prevention  and  treatment 
programs  to  combat  AIDS,  drug  abuse,  smoking  and  violence. 
These  problems  cost  billions  of  dollars  and  millions  of  lives. 

• Liability  Reform  Enact  meaningful  liability  reform  to  ensure  fair 
compensation  to  patients  with  legitimate  claims  while  eliminating 
excessive  malpractice  awards  that  lead  to  defensive  medicine. 

Join  or  renew  your  membership  in  the  AMA  today  — 
call  800  AMA-321 1 


American  Medical  Association 

Physicians  dedicated  to  the  health  of  America 


Years  of  Caring  for  the  Country 

1847  • 1997 


IT’S  YOUR 
TURN  TO 
BE  TAKEN 
CARE  OF 


As  a physician,  you’ve  spent  many  years  perfecting 
your  skills  and  practice  so  that  you  could  provide  your 
patients  with  the  best  possible  care.  But  who  takes  care 
of  you? 

vve  do.  HTH  Associates  has  specialized  in  assisting 
physicians  with  their  diverse  financial  needs  for  over 
25  years.  In  fact,  more  than  400  medical  practices  on 
the  east  coast  rely  on  our  financial  and  retirement 
planning  expertise. 


o ne  of  the  ways  we  assist  physicians  with  their  finan- 
cial planning  needs  has  been  the  creation  and  contin- 
ued sponsorship  of  the  The  Physician  as  a Business’" 
seminar.  Physicians  from  Philadelphia,  Delaware,  New 
Jersey,  Maryland  and  Virginia  have  attended  this  highly 
successful  seminar  to  learn  about  pertinent  financial  and 
retirement  planning  topics  which  are  relevant  to  them. 

If  you’re  interested  in  learning  why  physicians  are 
saying,  “I  barely  have  time  to  keep  up  with  the 
changes  in  my  field  - let  alone  keep  myself  updated 
with  every  change  in  the  tax  laws.  That’s  why  I’m 
making  that  your  job!  ”,  then  please  contact  us  today 
for  an  appointment  or  to  place  your  name  on  the 
seminar  mailing  list. 


H.  Thomas  Hollinger 

220  Continental  Drive,  Suite  315 
Newark,  DE  19713 
Phone:  (302)731-1326 
Fax:  (302)  455-9089 


HTH 

ASSOCIATES 


Branch  office  of  1717  Capital  Management  Company, 
Member  NASD,  SIPC,  Registered  Investment  Advisor 
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The  Delaware  Medical  Journal  is  a monthly  publication  of 
the  Medical  Society  of  Delaware.  The  Journal  reaches 
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as  medical  libraries,  and  hospitals;  its  circulation  is  ap- 
proximately 1 ,630. 
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tions Committee  of  the  Medical  Society  of  Delaware. 
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The  Optimum 
Referral  Option 


The  Arbors  at  New  Castle 
Subacute  and  Rehabilitation 
Center  is  a 120-bed  Center 
specializing  in  providing  the 
area's  finest  subacute, 
rehabilitation  and  basic 
healthcare  services. 

In  today's  cost  conscious 
environment,  healthcare 
providers  are  increasingly 
being  asked  to  produce 
optimal  medical  results  at 


minimal  costs.  That's 
precisely  what  the  Arbors 
at  New  Castle  is  designed, 
staffed  and  equipped  to  do. 

When  combined  with 
our  physician-driven 
interdisciplinary  team 
approach  to  delivering 
care,  our  subacute  care  helps 
high  acuity  patients  recover 
quickly,  at  costs  that  are 
30-60%  less  than  comparable 
care  in  an  acute  care  setting. 


In  addition  to  our  basic 
healthcare  services,  we 
provide  care  through 
specialized  subacute 
programs  in  the  areas  of: 

▲ Respiratory 

▲ Medical  Rehabilitation 
A Digestive  Diseases 

▲ Cardiac  Recovery 

▲ Infusion  Therapy 

▲ Wound  Care 


For  more  information 
and  a copy  of  our  video 
call  328-2580. 


rWi 


ARBOR 

ARBORS  AT  NEW  CASTLE 

Subacute  and  Rehabilitation  Center 
32  Buena  Vista  Drive 
New  Castle,  DE  19720 

(302)  328-2580 
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like  maybe  150  years  of  experience. 


For  more  than  150  years,  PNC  Bank  has  been 
helping  individuals  create  and  build  wealth. 
We  start  by  gaining  a thorough  understanding 
of  you  and  your  asset  management  and  estate 
planning  needs.  We  draw  upon  our  highly- 
regarded  investment  research — the  same  research 
used  by  over  250  other  investment  firms  around 
the  world — to  identify  opportunities  for  you. 


Then  we  apply  our  blended  investment  style 
and  disciplined  risk  management  process  to 
help  you  meet  your  investment  goals.  Finally,  our 
professionals  work  closely  with  your  legal,  insurance 
and  tax  advisors  to  develop  and  implement  an 
estate  plan  that  fully  meets  your  personal 
objectives.  Find  out  the  difference  our  experience 
can  make.  Call  John  Amalfitano  at  (302)  429-2025. 


PNC  PRIVATE  BANK 

SM 

Visit  us  on  the  World  Wide  Web.  Our  address  is  http://www.pncbank.com 


Investments  • Trusts  • Banking  Services 


PNC  Private  Bank  is  a service  mark  of  PNC  Bank  Corp.  Banking  and  trust  services  are  provided  as  follows:  Pennsylvania  and  Newjersey,  PNC  Bank,  National 
Association;  in  Massachusetts  and  Connecticut,  PNC  Bank,  New  England;  in  Delaware,  PNC  Bank,  Delaware;  in  Ohio  and  northern  Kentucky,  PNC  Bank,  Ohio, 
National  Association;  in  western  Kentucky,  PNC  Bank,  Kentucky,  Inc.;  in  Indiana,  PNC  Bank,  Indiana,  Inc.;  in  Florida,  PNC  Bank  FSB.  Members  FDIC. 
Brokerage  services  are  offered  through  PNC  Brokerage  Corp,  a registered  broker-dealer  and  member  SIPC.  PNC  Brokerage  Corp  is  a subsidiary  of 

PNC  Bank,  National  Association,  which  is  not  a broker-dealer. 


What  if  your  investment  manager 
could  add  something  unique  to  your  portfolio? 
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Community  Imaging  Center 
At  Limestone  Meets 
All  Your  Medical  Imaging  Needs. 


Limestone  Medical  Center 

1941  Limestone  Road,  Suite  214 

Wilmington,  DE  19808 

Telephone:  (302)  892-6200 

Fax:  (302)  892-6206 

Internet:  www . commu n ity med . com 


David  S.  Grubbs,  M.D.,  FACC,  -FACP 
Medical  Director 

Frank  DiGregorio,  CNMT,  RDMS 
Director  of  Diagnostic  Imaging 


Community  Imaging  Center  Offers: 


Therapy 

1- 131  Thyroid  Ablation 
Strontium/Bone  Metastases 

Cardiology 

Cardiovascular  Stress  Test 

2- D  Echocardiogram 
ECG 

Holter  Monitor 
Loop  Monitor 
Signal  Averaged  ECG 

Ultrasound 

Abdominal 

Breast 

Extremity 

Obstetrical 


Pelvic 

Retroperitoneal 

Testicular 

Thyroid 

Transvaginal 

Vascular  Ultrasound 

Arterial  Duplex  Scan 
Carotid  Duplex 
Venous  Duplex  Scan 

Nuclear  Medicine 

Abcess  Localization 
Brain  Scan 
Bone  Scan 
First  Pass 

Gastric  Emptying  Scan 


Gastrointestinal  (GI)  Bleed  Scan 
Gated  Blood  Pool  (MUGA)  Scan 
Hepatobilary  (HIDA)  Scan 
Liver  and  Spleen  Scan 
Lung  Scan 
Meckel’s  Scan 

SPECT  Myocardial  Perfusion  Scan 
(Cardiolite  or  Thallium) 
Parathyroid  Scan 
Renal  Scan 
Testicular  Scan 

Thyroid  Carcinoma  Metastases 
Imaging 
Thyroid  Scan 
Tumor  Localization 

Offering  imaging  with: 

Cardiolite  impsbs^sss" 


Prompt,  courteous  service  • Test  results  available  in  24  hours  or  less  • All  positive  tests  called  and  faxed 


There’s  a Community  Medical  Center  Near  You: 


Glasgow  Medical  Center 


2600  Summit  Bridge  Road 
Newark  (302)  836-8350 
Ambulatory  Surgery 
Medical  Aid  Unit 
Laboratory 
X-Ray 


Silverside  Medical  Center 


2700  Silverside  Road 
Wilmington  (302)  478-1100 
Medical  Aid  Unit 
Laboratory 
X-Ray 


Limestone  Medical  Center 


1941  Limestone  Road 
Wilmington  (302)  992-0500 
Medical  Aid  Unit 
Laboratory 
X-Ray 

Ambulatory  Surgery 
Community  Imaging  Center 
Nuclear  Medicine 
Ultrasound 
Cardiology 
Therapy 


figfommunity 
^Jedical  (are,  Inc 

Serving  and  managing  the  outpatient  needs  of  the  community 
with  quality , affordable  medical  care  since  1978 


mnnity  Jimaging  (enter 


A division  of  Community  Medical  Care , Inc. 
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Subacute  and  Rehabilitation 
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specializing  in  providing  the 
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Instructions  to  Authors 

The  Delaware  Medical  Journal  (DMJ)  is  owned  and  published  by  the 
Medical  Society  of  Delaware  as  a medium  of  communication,  education 
and  expression  for  its  members,  and  also  for  others  striving  for  excellence 
in  medical  practice.  Articles  in  the  DMJ  are  intended  to  be  scientific  and 
educational  and  are  not  intended  to  reflect  standards  of  medical  care.  All 
material  published  is  under  copyright.  On  receipt  of  material  submitted 
for  publication,  a suitable  release  form  will  be  sent  for  signature  by  all 
authors. 

Scientific  articles  on  medical  matters  are  especially  welcomed,  including 
case  reports,  clinical  experiences,  observations  and  information  on  matters 
relevant  to  medical  practice.  Other  material  may  also  be  accepted  if  the 
editorial  staff  deems  it  of  interest  to  DMJ  readers.  All  submissions  should 
include  a brief  summary. 

It  is  highly  recommended  that  authors  familiarize  themselves  with  DMJ 
style  before  submitting  manuscripts  for  consideration. 

All  material  for  publication  should  be  submitted  either  on  a 3 1/2" 
computer  diskette  in  WordPerfect  6.0,  or  typed  or  printed  out  on  good- 
quality  paper  (one  side  only,  double-spaced,  one-inch  margins).  The  ideal 
manuscript  length  is  two  to  12  pages.  Up  to  12  references  per  manuscript 
will  be  accepted,  each  keyed  with  superscripts  in  the  text  in  the  order 
cited.  The  format  should  follow  that  used  in  the  Index  Medicus.  Authors 
are  responsible  for  the  accuracy  of  the  citations. 

Graphs,  charts  and  black-and-white  glossy  photographs  are  accepted  if 
important  to  the  understanding  of  the  text,  but  should  not  exceed  four  or 
five  pieces.  Each  should  have  a label  affixed  on  its  back  indicating  its  name, 
number,  and  “top.”  A separate  legend  should  be  provided  for  each.  Do  not 
write  on  the  back,  or  scratch  or  mar  them  using  paperclips.  Do  not  mount 
them  on  cardboard. 

Photos  of  patients  should  generally  be  taken  in  a way  that  obscures  the 
patient’s  identity.  Photos  in  which  a patient’s  face  must  be  clearly  seen, 
however,  must  be  accompanied  by  signed  release  forms. 

All  manuscripts  are  reviewed  by  the  editor  and  all  scientific  articles  are 
then  sent  for  peer  review  by  members  of  the  Editorial  Board  and/or  other 
appropriate  physicians.  The  usual  processing  time  to  publication  is  two 
to  four  months,  though  in  some  circumstances  this  may  be  longer  or 
shorter. 
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A PHYSICAL 
CHECK  UP  IS 
IMPORTANT. 

SO  IS  AN 
INSURANCE 
CHECK  UP 


When  a patient  tells  you,  “I  can’t  take  the  time  for  a check  up,”  your  response 
usually  goes  something  like,  “You  have  to  make  time  for  your  own  health.” 

The  same  holds  true  with  your  insurance  program.  We  know  you’re  busy,  but  “You 
have  to  make  time  for  the  health  of  your  protection.”  We  can  save  you  time  (and 
money)  by  handling  all  your  insurance  needs  . . . professional  and  personal. 

Also,  when  you  use  MSDIS/PLI/ZUTZ,  the  Medical  Society  benefits  as  well. 

Call  MSDIS/PLI/ZUTZ  at  658-8000  today, 

An  insurance  check  up  today  could  prevent  a major  financial  crisis  tomorrow. 


Advanced  CT  Imaging 
at  Three  Locations 


Brandywine  Imaging  Center, 

Omega  Imaging  Center,  Pike  Imaging  Center 


Diagnostic  Imaging  Associates,  P.A.  has  three  locations  in 
Northern  Delaware  providing  advanced  Computerized  Tomography  (CT)  imaging; 
Brandywine  Imaging  Center  in  North  Wilmington,  Pike  Creek  Imaging  Center 
in  the  Pike  Creek  area  and  Omega  Imaging  Associates  for  your  patients 
in  the  Newark  area.  DIA’s  high  resolution  scanners  are  capable  of 
dynamic  scanning  and  spatial  resolution  of  .5  millimeters.  Each  facility  has  a 
board  certified  radiologist  on  staff  with  special  fellowship  training  in  body  CT.  For  your 
convenience,  patients  can  be  scheduled  same  day  with  wet  reading  faxed  immediately. 

❖ 

Diagnostic  Imaging  Associates  accepts  virtually  all  HMO,  PPO  and 
Fee  For  Service  health  insurance  plans  including; 

Principal,  US  Healthcare  and  all  Blue  Cross  Blue  Shield  programs 

❖ 

Our  full  range  of  out-patient  imaging  services  include: 

• High-Field  MRI  • New  spiral  CT  scanning  • Ultrasound  including  Color  Doppler 
• Fluoroscopy  • Mammography  • Nuclear  Medicine  and  General  X-ray 


For  information  and  the  office  nearest  you,  please  call  302-425-4DIA. 
“At  DLA  we  strive  to  be  the  best  not  the  biggest” 

R=^  Diagnostic  Imaging  Associates,  PA 

. Brandywine  Imaging  Center  • 701  Foulk  Road  • Suite  E-1  • Wilmington  • 654-5300 
Omega  Imaging  Associates  • L-6  Omega  Professional  Center  • Newark  • 738-9300 
Omega  Magnetic  Resonance  Imaging  Center  • L-6  Omega  Professional  Center  • Newark  • 738-9300 
Omega  Medical  Center  • K-15  Omega  Professional  Center  • Newark  • 368-5100 
Omega  Nuclear  Diagnostic  Center  • K-15  Omega  Professional  Center  • Newark  • 368-8150 
Pike  Creek  Imaging  Center  • 3105  Limestone  Road  • Suite  106  • Wilmington  • 995-2037 
Wilmington  Magnetic  Resonance  Imaging  Center  • 1020  Union  Street  • Wilmington  • 427-9855 
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The  Board  of  Medical  Practice  is  charged  with  a 
weighty  responsibility  - that  of  protecting  the 
public  by  ensuring  that  medical  practitioners  in 
the  state  are  not  substandard.  This  is  accom- 
plished in  part,  of  course,  by  verifying  qualifica- 
tions, verifying  that  licensees  matriculated  at 
accredited  schools,  passed  prescribed  licensure 
examinations,  and  acquired  the  CME  credits 
necessary  as  prescribed  by  law  to  maintain 
licensure.  These  activities  are  all  important  in 
meeting  the  above  cited  charge  and  they  are 
easily  accomplished  - it  is  simply  paperwork. 
Unfortunately,  these  efforts  help  little  with  the 
much  more  daunting  aspect  of  the  Board's 
charge,  that  of  identifying  and  eliminating  those 
individual  practitioners  whose  modes  of  practice 
are  consistently  so  substandard  as  to  represent  a 
threat  to  the  populace. 

I am  relatively  certain  that  absent  any  changes  in 
the  present  circumstances  (particularly  budget- 
ary restrictions),  the  Board  will  never  be  able  to 
fulfill  this  aspect  of  its  charge  as  well  as  we  would 
all  like  to  see  it  do.  I am,  nevertheless,  vehe- 
mently opposed  to  the  opening  of  peer  review 
records  to  the  Board,  through  subpoena  power, 
as  proposed  by  S.B.  20  in  its  original  form. 
Representatives  of  the  Medical  Society  of  Dela- 
ware and  the  Association  of  Delaware  Hospitals 
have  had  a series  of  meetings  with  representa- 
tives of  the  Board  of  Medical  Practice  in  an  effort 
to  reach  compromise  language  for  this  bill  which 
would  be  acceptable  to  all.  The  bill  has  been 
rewritten  several  times,  and  each  time  the  re- 


wording circulated  appears  to  have  been  poorly 
reflective  of  the  compromises  previously  reached. 
However,  as  of  the  Delaware  Medical  Journal's 
May  edition  press  time,  I have  been  made  aware 
of  renewed  efforts  by  the  Society,  the  Hospital 
Association  and  the  Board  of  Medical  Practice  to 
settle  upon  a legislative  proposal  which  will 
preserve  peer  review  confidentiality  and,  at  the 
same  time,  provide  the  Board  with  the  informa- 
tion needed  to  carry  out  its  important  function. 

Because  I am  relatively  sure  that  this  bill  will  pass 
in  some  form,  I urge  each  of  you  to  individually 
contact  senators  in  an  effort  to  educate  them  on 
this  issue.  Opening  peer  review  records  would 
not  allow  the  Board  to  better  do  its  job;  opening 
such  records  would,  on  the  other  hand,  squelch 
candid  discussion  at  such  proceedings,  thereby 
abolishing  the  public  benefit  which  has  been 
afforded  by  the  peer  review  process  for  decades. 

A rereading  of  the  first  paragraph  should  make 
it  clear  that  the  Board's  charge  is,  essentially, 
that  of  policing  the  practice  of  medicine. 

Peer  review  is  not  primarily  a policing  mecha- 
nism. It  is  an  educational  process  intended  to 
raise,  through  behavior  modification,  the  quality 
of  care  provided.  This  will  occur  only  if  the 
participants  feel  free  to  engage  in  frank  and 
relatively  unbridled  discussion.  The  goal  in  this 
process  is  not  elimination  or  restriction  of  privi- 
leges, which  potentially  deprives  patients  of 
needed  care,  but  rather,  allowing  a practitioner 
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to  continue  to  serve  his  or  her  patients  in  a way 
that  meets  or  exceeds  the  standard  of  care. 
There  are,  admittedly,  circumstances  which  are 
not  remediable.  However,  these  situations  al- 
most always  are  either  already  reportable  under 
federal  law  or  are  outside  the  realm  of  present 
peer  review  systems  because  they  involve  prac- 
tices taking  place  outside  the  hospital  setting. 

I could  go  on  about  this  for  several  more  pages, 
but  you  wouldn't  read  it,  so  there  would  be  little 
point  in  such  a course.  Let  me  close  by  once 
again  urging  you  to  contact  your  senators  and 
enlist  your  colleagues  to  do  the  same.  Tell  these 
legislators  that  peer  review  must  remain  confi- 
dential if  it  is  to  be  meaningful  and  of  benefit  to 
patients.  "Peer  review"  processes  which  are  not 
confidential  will  quickly  deteriorate  into  sham 
theatrical  events  of  no  value  to  anyone. 


Until  next  time, 


Paul  E.  Howard,  M.D. 
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SCIENTIFIC  ARTICLE 


Renal  Pelvic  Tumor  in  a 
Horseshoe  Kidney 


Bruce  N.  Benge,  M.D. 


Horseshoe  kidney  represents  a renal  fusion 
anomaly  which  occurs  when  the  two  renal  masses 
touch  and  fuse  in  the  mid-line  during  embryo- 
genesis.  Although  sometimes  asymptomatic, 
horseshoe  kidneys  are  associated  with  a higher 
frequency  of  ureteral  obstruction,  calculi,  infec- 
tion, and  neoplasms.  Surgical  treatment  of  these 
entities  can  be  complicated  by  the  altered  anatomy 
and  the  shared  vascular  supply  of  the  horseshoe. 
However,  with  improved  radiologic  imaging  and 
careful  preoperatively  planning,  complications 
can  be  avoided  with  a maximum  preservation  of 
renal  parenchyma.  Described  below  is  a case  of 
a large  transitional  cell  carcinoma  occurring  in 
the  left  half  of  th  horseshoe  kidney. 

A 67  year  old  white  male  originally  presented 
with  an  elevated  PSA  of  1 1 .2.  The  patient's  past 
medical  history  was  significant  for  an  open 
pyelolithotomy  to  remove  a large  left  renal  pelvic 
stone  in  a known  horseshoe  kidney  in  1 984.  The 
patient's  history  was  significant  for  a long  history 
of  smoking.  The  patient  was  otherwise  in  good 
health  with  no  history  of  diabetes,  hypertension, 
cardiac  or  pulmonary  disease. 

The  physical  exam  revealed  a prostatic  nodule  at 
the  prostate  apex  and  the  urinalyisis  revealed  3 + 
microscopic  hematuria  without  pyuria.  A 
transrectal  ultrasound  and  prostrate  biopsy  re- 
vealed no  evidence  of  malignancy.  An  IVP  showed 


Bruce  N.  Benge,  M.D.  practices  Urology  at  Brandywine 
Urology  Consultants  in  Wilmington,  Delaware. 


a filling  defect  in  the  left  renal  pelvis.  A CT  scan 
of  the  abdomen  and  pelvis  confirmed  a soft 
tissue  mass  in  the  left  renal  pelvis  consistent  with 
a transitional  cell  carcinoma.  The  CT  scan  also 
showed  the  horseshoe  kidney  with  what  ap- 
peared to  be  a thin  isthmus  fusing  the  lower  poles 
in  the  mid-line. 

Filling  defects  in  the  renal  pelvis  represent  a 
differential  diagnosis  of  tumor,  blood  clot,  fun- 
gus ball,  renal  calculi  or  sloughed  renal  papil- 
lae. Therefore,  flexible  ureteroscopy  and  ure- 
teral brushings  were  attempted  to  make  the 
diagnosis  of  transitional  cell  carcinoma.  Due  to 
the  altered  anatomy  of  the  horseshoe,  the  flex- 
ible ureteroscope  could  not  be  passed  into  the 
renal  pelvis.  Retrograde  pyelography,  however, 
showed  further  evidence  of  a filling  defect  con- 
sistent with  a large  renal  pelvic  tumor,  and  urine 
cytology  was  positive  for  transitional  cell  carci- 
noma. 

The  decision  was  made  to  perform  an  explora- 
tion with  planned  division  of  the  horseshoe  and 
removal  of  the  left  half  and  left  ureter  if  a renal 
pelvic  tumor  could  be  confirmed.  Preoperative 
evaluation  involved  the  cystoscopy  and  right 
retrograde  which  revealed  no  evidence  of  a 
bladder  or  right  ureteral  neoplasm.  Also  a chest 
x-ray,  CBC,  and  CT  scan  of  the  liver  were  nor- 
mal. The  patient's  preoperative  creatinine  was 
1 .2.  Due  to  the  appearance  of  the  thin  isthmus  of 
the  horseshoe  on  CT  scan,  no  preoperative 
angiogram  was  performed,  but  preparations 
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were  made  to  ice  cool  the  right  half  of  the 
horseshoe  kidney  during  surgery  if  exten- 
sive reconstruction  was  required.  The 
standard  for  large  renal  pelvic  tumors  is 
nephroureterectomy,  which  consists  of 
removing  the  kidney,  ureter  and  cuff  of 
the  bladder. 

The  surgical  approach  to  a horseshoe 
kidney  should  be  anterior  because  of  the 
aberrant  arterial  supply  with  branches 
from  the  inferior  mesenteric  artery  and 
anterior  aorta,  and  because  the  isthmus 
is  usually  located  anterior  to  the  great 
vessels.  A mid-line  incision  was  therefore 
performed  and  an  open  ureteroscopy 
was  done  through  a ureterotomy.  The 
ureteroscopy  confirmed  a large  renal 
pelvic  mass  and,  therefore, 
nephroureterectomy  was  performed.  This 
was  done  by  first  identifying  the  horse- 
shoe anterior  to  the  aorta  and  dividing 
the  isthmus  at  its  thinnest  part.  Multiple 
aberrant  renal  arteries  supplying  the  left 
half  of  the  horseshoe  kidney  were  then 
ligated  before  removing  the  kidney,  the 
left  ureter,  and  bladder  cuff.  The  patient 
had  some  postoperative  ileus  but  recov- 
ered without  complication  and  was  dis- 
charged in  six  days. 

Pathology  revealed  a large  3.5  x 2 cm.  papillary 
transitional  cell  carcinoma  grade  2 of  3 with 
multifocal  involvement  of  the  left  renal  pelvis.  No 
muscle  invasion  was  identified.  The  postopera- 
tive creatinine  was  1.9. 


DISCUSSION 

Horseshoe  kidney  is  one  of  the  more  common 
renal  fusion  anamolies  occurring  in  about  one 
in  four  hundred  live  births.'  There  is  a 2 to  1 
higher  incidence  in  males  than  in  females.  The 
abnormality  occurs  between  the  fourth  and  sixth 
week  of  gestation  when  the  kidneys  are  still 
located  in  the  pelvis.  As  the  kidneys  ascend  from 


the  pelvis  to  the  abdomen,  the  blood  is  supplied 
from  branches  of  the  aorta  close  to  them.2  At 
higher  levels,  new  branches  develop  and  inferior 
branches  involute  until  the  kidneys  come  to  rest 
below  the  adrenal  glands.  The  renal  hilum, 
which  is  initially  directed  ventrally,  rotates  until  it 
is  directed  anteriomedially.  The  ascent  of  horse- 
shoe kidneys  is  interrupted  when  the  fused  lower 
pole  is  blocked  by  the  inferior  mesenteric  artery, 
and  incomplete  rotation  of  the  hilum  occurs.  The 
isthmus  between  the  lower  poles  can  vary  from 
a fibrous  band  to  a thick  bridge  of  parenchyma 
with  its  own  arterial  supply. 

Although  asymptomatic  in  up  to  one-third  of 
cases,  patients  can  complain  of  nausea,  ab- 
dominal pain  and  distention  especially  on  hy- 
perextension ( Rovsing  Syndrome3).  Ureteral 
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Figure  2. 

Photograph  of  Horseshoe  Kidney  with  Left  Pelvic  Tumor. 

Courtesy  of  the  Medical  Center  of  Delaware. 


pelvic  junction  obstruction  occurs  in  up  to 
one-third  of  the  patients  due  to  the  high  insertion 
of  the  ureter  into  the  renal  pelvis  and  the  anoma- 
lous blood  supply  to  the  fused  kidney.  Chronic 
infections  from  obstruction  and  associated  renal 
calculi  are  also  more  common  in  horseshoe 
kidneys.  Surgery  to  treat  renal  calculus  disease, 
such  as  ureteroscopy  and  lithotripsy,  can  be 
complicated  by  poor  access  and  incomplete 
drainage  of  stone  fragments. 


The  incidence  of  renal  neoplasm  is  also  higher  in 
patients  with  horseshoe  kidneys.  It  has  been 
suggested  that  chronic  infection  and  irrita- 
tion of  the  renal  pelvis  may  be  the  cause  of 
the  higher  incidence  of  pelvic  tumors.  How- 
ever, there  is  also  a higher  incidence  of  renal 
cell  carcinoma  occurring  in  horseshoe  kid- 
neys.* 1 2 3 

Open  surgical  procedures  on  a horseshoe 
kidney  can  result  in  higher  complications, 
such  as  hemorrhage,  extravasation,  and  uri- 
nary fistula.  However,  with  careful 
preoperative  planning,  and  use  of  improved 
radiologic  imaging,  complications  can  be 
minimized.  CT  and  angiography  can  supply 
detailed  information  about  the  thickness  of 
the  horseshoe  isthmus  and  on  the  arterial 
supply  to  the  horseshoe.  Improved  nephron 
sparing  techniques,  including  intraoperative 
cooling  of  the  kidney  with  slushed  ice,  and 
use  of  the  Argon  beam  coagulator  can  mini- 
mize hemorrhage  and  parenchymal  loss. 
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Posterior  Tibial  Tendon  Dysfunction  as  a 
Cause  of  Acquired  Flatfoot  in  Adults 


Paul  C.  Kupcha,  M.D.  - Suken  A.  Shah,  M.D. 


Foot  and  ankle  pain  continues  to  be  a common 
complaint  in  the  outpatient  setting,  and  recogni- 
tion of  any  deformity  and  prompt  treatment  is 
necessary  in  order  to  avoid  disability.  The  ac- 
quired flatfoot  deformity  in  adults  constitutes  a 
broad  spectrum  of  both  etiology  and  severity. 
The  structure  of  the  foot  was  at  one  time  normal, 
and  as  a result  of  posterior  tibial  tendon  dysfunc- 
tion, arthritis,  or  trauma,  the  patient  presents 
with  a progressive  flatfoot  deformity.  The  defor- 
mity can  be  subtle  in  the  early  stages,  but  a long- 
standing condition  can  result  in  a severe  defor- 
mity of  the  foot  and  may  progress  to  involve  the 
ankle.  First  reported  in  1 9691,  dysfunction  of  the 
posterior  tibial  tendon  is  probably  the  most  com- 
mon cause  of  acquired  flatfoot  in  adults  today. 

The  main  function  of  the  posterior  tibial  tendon 
(PTT)  is  to  invert  the  subtalar  joint  and  adduct  the 
forefoot.  Its  antagonist  muscle,  the  peroneus 
brevis,  everts  the  subtalar  joint  and  abducts  the 
forefoot.  With  weakness  or  rupture  of  the  PTT, 
the  normal  peroneus  brevis  tendon  constitutes  a 
major  deforming  force  in  the  development  of  the 
flatfoot  problem;  this  is  analogous  to  the  muscle 
imbalance  effects  seen  in  neuromuscular  dis- 
eases such  as  poliomyelitis.  The  longitudinal 
arch  of  the  foot  is  maintained  primarily  by  the 
ligamentous  structures  and  shape  of  the  bones 
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and  joints  in  the  foot  rather  than  muscle  forces, 
but  chronic  unopposed  muscle  pull  does  attenu- 
ate the  ligaments  and  allows  for  a progressive 
flatfoot  deformity.2  The  PTT  is  also  involved  in 
stabilization  of  the  hindfoot  (along  with  the 
gastrocnemius/ soleus  complex)  and  inversion 
of  the  heel.  As  the  foot  rises  on  its  toes,  the  PTT 
is  the  initial  invertor  of  the  subtalar  joint,  the 
gastrosoleus  secondary;  with  the  heel  inverted 
and  the  subtalar  joint  locked,  plantar  flexion  of 
the  ankle  joint  can  occur.  Thus,  patients  with 
dysfunction  of  the  PTT  are  not  able  to  initiate 
standing  on  tiptoes,  but  are  able  to  maintain  this 
position  once  they  have  gotten  up  onto  their 
toes,  because  the  invertor  function  of  the  PTT  is 
bypassed. 

The  etiology  of  dysfunction  of  the  PTT  in  most 
patients  seems  to  be  degenerative  changes  within 
the  tendon  itself,  with  or  without  a synovial 
reaction.  These  changes  range  in  severity  from 
central  degeneration  to  more  generalized  de- 
generation, and  at  times,  rupture  of  the  tendon. 
Investigators  have  implicated  a "hypovascular 
zone"3  in  the  degeneration  of  the  tendon,  and 
have  noted  that  the  condition  is  associated  with 
a significantly  higher  incidence  of  diabetes, 
hypertension,  and  obesity4,  as  well  as  trauma  to 
the  foot  or  ankle. 

The  clinical  presentation  involves  a history  of 
gradual  onset  of  discomfort  and  swelling  along 
the  medial  aspect  of  the  foot  or  ankle  and  a 
progressive  collapse  of  the  longitudinal  arch  of 
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the  foot.  In  women,  walking  in  high  heels 
becomes  difficult  due  to  excessive  medial  shoe 
wear.  Athletes  usually  cannot  participate  in  most 
sports.  Patients  with  severe  conditions  of  PTT 
dysfunction  complain  of  a decrease  in  their 
ambulatory  capacity. 

Diagnosis  can  be  confirmed  by  observation  of 
the  patient's  foot:  on  standing,  the  longitudi- 
nal arch  of  the  medial  aspect  of  the  foot  is 
flattened,  and  as  seen  from  the  rear,  the  medial 
malleolus  and  talar  head 
sag  medially  (Figure  1).  The 
forefoot  may  be  abducted 
as  well;  this  constitutes  the 
"too  many  toes  sign"  (more 
lateral  toes  are  visualized 
from  the  rear  on  the  in- 
volved side).  When  asked 
to  stand  on  their  tiptoes, 
most  patients  cannot  do  so 
on  the  involved  side.  Some 
patients  may,  however,  but 
the  heel  does  not  invert, 
and  they  rapidly  fatigue 
when  asked  to  do  so  sev- 
eral times. 

On  physical  examination, 
ankle  joint  motion  is  rarely 
affected,  but  subtalar  mo- 
tion may  be  normal,  limited  or  fused,  depending 
on  the  severity  and  duration  of  the  condition.  In 
long-standing  PTT  dysfunction,  the  subtalar  and 
transverse  tarsal  joint  (abduction  and  adduction) 
may  be  ankylosed  in  valgus  and  abduction, 
respectively.  Flexibility  is  necessary  in  these 
joints  if  tendon  transfer  to  restore  PTT  function  is 
to  succeed.  The  midfoot  is  evaluated  for  degen- 
eration in  the  tarsometarsal  joints  or  hypermobility 
in  the  first  metatarsocuneiform  joint,  as  these  are 
also  possible  etiologies  of  flatfoot.  The  sheath  of 
the  PTT  is  palpated  in  order  to  determine  the 
presence  of  synovitis  and  integrity  of  the  tendon. 

Muscle  strength  is  assessed  by  asking  the  patient 
to  invert  the  foot  after  it  is  placed  into  some 
plantar  flexion  (in  order  to  eliminate  some  of  the 


inversion  function  of  the  anterior  tibialis  muscle). 
A more  sensitive  test  to  detect  early  weakness  of 
the  PTT  is  to  place  the  foot  in  maximum  plantar 
flexion  eversion  and  ask  the  patient  to  invert 
against  the  resistance  of  the  examiner's  finger? 

Weight  bearing  plain  radiographs  of  the  foot  are 
useful  to  evaluate  the  lateral  subluxation  of  the 
talonavicular  joint  in  the  AP  view.  The  lateral 
view  may  demonstrate  sagging  of  the 
talonavicular,  naviculocuneiform,  or  metatarso- 
cuneiform joints.  The  ankle 
joint  should  also  be  evalu- 
ated to  detect  any  occult 
involvement.  MRI  and  CT 
scans  may  be  useful  for 
evaluating  the  PTT  and  bony 
alignment  changes,  but  a 
careful  physical  exam  makes 
these  expensive  tests  unnec- 
essary. 

Conservative  treatment  of 
the  acquired  flatfoot  defor- 
mity from  PTT  dysfunction 
depends  on  the  severity  of 
the  condition,  the  posture  of 
the  foot,  and  the  rigidity  of  the 
joints  involved.  In  early 
tendonitis,  cast  immobilization 
and  non-steroidal  anti-inflam- 
matory medication  are  indicated.  Orthotic  devices 
are  usually  indicated  for  chronic,  long-standing  defor- 
mities with  various  degrees  of  flexibility. 

The  University  of  California  at  Berklee  Labs-type 
insert  with  medial  posting  and  arch  support  may 
be  useful  in  the  patient  with  PTT  dysfunction  and 
a fairly  flexible  foot.  This  device  holds  the 
calcaneus  in  a neutral  position  and  prevents  the 
forefoot  from  abducting  by  molding  the  lateral 
aspect  of  the  foot.  In  patients  with  a greater 
degree  of  collapse,  a molded  ankle-foot  orthosis 
(MAFO)  of  polypropylene  may  be  beneficial. 
The  goal  of  orthotic  treatment  is  to  maintain  the 
initial  deformity  and  halt  further  progression. 
Chao  et  al.  reported  good  results  with  non- 
operative treatment  for  PTT  dysfunction  with 
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orthoses.  They  noted  that  orthoses  were  particu- 
larly useful  for  elderly  individuals  with  sedentary 
lifestyles  or  patients  who  were  not  surgical  can- 
didates due  to  concurrent  medical  problems.* 2 3 4 5 6 
For  patients  who  fail  conservative  treatment, 
frequently  those  who  are  younger,  more  active, 
or  those  with  severe  deformities,  operative  inter- 
vention is  considered. 

Surgical  reconstruction  of  the  PTT  with  a tendon 
transfer  (usually  the  flexor  digitorum  longus) 
should  provide  stability  to  the  longitudinal  arch. 
The  most  important  criterion,  however,  is  that  the 
foot  must  be  mobile  in  the  hindfoot  and  forefoot. 
If  almost  full  subtalar  inversion  is  not  present  or 
forefoot  varus  is  too  advanced,  a tendon  transfer 
will  fail;  in  this  case,  some  form  of  arthrodesis  to 
reestablish  a stable,  plantigrade  foot  is  indi- 
cated. In  younger,  active  patients,  a tendon 
transfer  will  provide  a superior  result  to  an 
arthrodesis  and  allow  the  patient  to  return  to 
previous  activities. 

Arthrodesis  plays  a prominent  role  in  the  treat- 
ment of  PTT  dysfunction,  and  is  indicated  in 
patients  with  fixed  contractures  of  the  subtalar, 
talonavicular,  or  transverse  talar  joints.  Relative 
indications  are  patients  over  60  years  of  age, 
sedentary,  and  obese  individuals.  The  type  of 
arthrodesis  carried  out  depends  on  the  type  of 
fixed  deformity,  but  preservation  of  motion  in 
uninvolved  joints  is  important.  An  isolated 
subtalar  joint  fusion  is  directed  toward  a patient 
with  a fixed  deformity  of  the  subtalar  joint,  but  a 
supple  forefoot.  A talonavicular  arthrodesis  is 
useful  to  correct  instability  in  the  talonavicular 
joint  with  a flexible  subtalar  joint  and  forefoot.  A 
triple  arthrodesis  (subtalar,  talonavicular,  and 
calcaneocuboid  joint  fusion)  is  needed  to  pro- 
duce a plantigrade  foot  in  a patient  with  a fixed 


valgus  deformity  of  the  subtalar  joint,  fixed  ab- 
duction of  the  transverse  tarsal  joint,  or  a fixed 
varus  deformity  of  the  forefoot. 

Posterior  tibial  tendon  dysfunction  is  a common 
cause  of  acquired  flatfoot  deformities  in  the 
adult.  It  is  a condition  that  is  easily  diagnosed 
with  a few  physical  findings,  muscle  testing,  and 
plain  radiographs.  The  severity  and  flexibility  of 
the  deformity,  as  well  as  the  functional  demands 
of  the  patient  will  dictate  the  choice  of  treatment, 
both  operative  and  non-operative.  Early  diag- 
nosis is  important  to  avoid  fixed  deformities 
which  may  necessitate  multiple  joint  fusions  to 
achieve  a plantigrade  foot  and  to  restore  the 
longitudinal  arch. 
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Disabilities 


E.  Wayne  Martz,  M.D. 


We  are  all  familiar  with  Murphy's  law.  Actually  it  is 
a whole  series  of  "laws"  or  regularly  observed 
natural  phenomena,  most  of  them  hilarious;  all  on 
target.  More  recently  we  have  heard  of  the  law  of 
unintended  consequences.  These  are  not  usually 
hilarious,  and  in  fact  are  most  often  calamitous. 
An  example  might  be  our  welfare  system,  devised 
out  of  compassion  to  care  for  the  less  fortunate  but 
spawning  generations  of  fatherless  homes  (or 
more  correctly,  many  fathers  but  only  one  mother, 
home  and  family),  and  the  ramifying  social 
consequences  thereof.  Not  quite  so  clear  cut  have 
been  some  unintended  consequences  of  Medi- 
careWtedicaid  in  wasting  resources  on  relatively 
trivial  problems  and  prolonging  existence  as 
opposed  to  life. 

Now  we  are  becoming  aware  of  some  unintended 
consequences  of  the  Americans  with  Disabilities 
Act  (ADA),  also  motivated  by  kindness  and 
compassion,  but  distorted  to  create  some  really 
serious  problems.  Two  that  come  to  mind  are 
associated  with  the  "learning  disabled"  and  the 
"substance  abusers." 

The  term  "learning  disabled"  probably  started  out 
as  a euphemism  to  avoid  saying  "mentally 
retarded,"  which  in  turn  was  a euphemism  for 
"feeble-minded,"  which  in  turn  was  a generaliza- 
tion to  cover  the  degrading  terms  "moron," 
"imbecile,"  and  "idiot."  However,  there  are 
indeed  people  who,  having  normal  or  even  super- 
high  intelligence,  are  unable  to  deal  with  certain 
aspects  of  learning,  such  as  dyslexics  or 
mathematical  dysfunctionals.  How  these  people 
feel  about  being  lumped  in  with  the  imbeciles  and 


idiots  has  never  been  clear  to  me.  However,  in 
order  to  avoid  infringing  on  the  ADA,  the  National 
Board  of  Medical  Examiners  offers  to  make  extra 
time  available  on  their  carefully  timed  licensure 
examinations,  to  any  persons  certified  as  learning 
disabled.  Well,  that  must  be  a pretty  trivial 
number,  one  would  think.  How  many  people  who 
succeed  in  getting  into  medical  school  can  claim 
to  be  learning  disabled?  It  turns  out,  that  if  it 
means  getting  more  time  on  these  critically 
important  examinations,  more  than  you  would 
think.  Would  you  believe  six  percent?  The  exact 
number  is  difficult  to  come  by,  but  I am  told  it  is 
significant  and  in  this  range.  There  are  people  and 
organizations  that  will  get  you  certified  as  learning 
disabled  - for  a fee,  of  course.  That  would  seem  to 
give  some  people  an  unfair  advantage  over 
others,  and  skew  the  carefully  constructed  bell- 
shaped curve  into  some  pretty  weird  shapes.  The 
saving  grace  seems  to  be  that  even  with  the  extra 
time,  based  on  a comparison  of  results  of  re- 
examinations, the  examinees  don't  seem  to  score 
much  differently  with  or  without  the  extra  time. 

More  serious,  in  my  view,  may  be  substance 
abuse,  which  is  now  judicially  viewed  as  a 
disability.  We  have  accepted  the  concept  for  25 
years  or  more,  that  alcoholism  is  a disease,  that  it 
has  a high  mortality,  about  40  percent,  akin  to 
smallpox,  and  that  it  is  life-long.  Even  after  20-30 
years  "on  the  wagon,"  it  can  happen  that  one  drink 
can  start  a binge  which  can  eventuate  in  a fatal 
outcome.  You  cannot  be  fired  from  your  job  for 
being  an  alcoholic  unless  it  can  be  shown  that  the 
alcoholism  interferes  with  your  performance  on  the 
job.  So  it  is  not  the  disease  but  the  performance 
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that  counts,  and  we  follow  those  guidelines  in  our 
Physicians'  Health  Committee. 

Now  we  are  being  asked  to  accept  the  same 
concept  for  hard  drugs  such  as  heroin  or  cocaine, 
substances  that  are  infinitely  more  addicting,  many 
times  higher  in  recidivism,  and  capable  of 
producing  far  more  serious  behavioral  aberra- 
tions. They  are  thus  far  more  dangerous  to  society 
if  used  by  people  responsible  for  many  lives  such 
as  airline  pilots,  bus  drivers  and  physicians. 


Now,  I find  in  that  very  conservative  journal,  the 
Bulletin  of  the  Federation  of  State  Medical  Boards, 
in  a review  of  this  problem,  the  opinion  that  the 
monitoring  of  addicts  who  have  been  drug  free  for 
five  years,  can  be  discontinued,  because  the 
recidivism  rate  after  that  length  of  time  is  only  ten 
percent.  I would  personally  find  that  rate 
intolerably  high  if  it  translates  into  possible  error  in 
responsibility  for  human  life.  The  state  medical 
board  needs  tighter  control  than  that,  perhaps 
even  occasional  random  checks  for  life. 
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of  becoming  an  Air 
Force  medical  officer: 


• No  office  overhead 

• Dedicated,  profession- 
al staff 

• Quality  lifestyle  and 
benefits 

• 30  days  vacation  with 
pay  each  year 

Examine  your  future  in 
the  Air  Force.  Learn  if 
you  qualify.  Call 


USAF  HEALTH  PROFESSIONS 
TOLL FREE 
1-800-423-USAF 


COMMUNITY  OUTREACH 


School  Health  Talks  and  Doctor/Lawyer  Talks 
Update  1997 


David  Platt,  M.D.  - Physician  Coordinator 

Coreen  M.  Haggerty  - Director  of  Professional  Education  and  Community  Affairs,  MSD 


Physicians  and  Educators  for  Improved  Student 
Health,  a cooperative  effort  between  the  Medi- 
cal Society  of  Delaware,  the  Division  of  Public 
Health,  and  the  Department  of  Public  Instruc- 
tion, is  an  initiative  designed  to  offer  an  orga- 
nized series  of  health  awareness  talks  given  by 
local  physicians  to  students  in  Delaware  class- 
rooms. This  program  was  launched  during  the 
'89-'90  school  year  with  the  support  of  former 
Delaware  Governor  Michael  N.  Castle,  former 
Secretary  of  Health  and  Social  Services  Thomas 
P.  Eichler,  and  Paul  R.  Fine,  President  of  the 
Delaware  State  Board  of  Education.  Presenta- 
tions were  originally  made  to  classroom-sized 
groups  of  students,  in  the  ninth  through  twelfth 
grades.  At  the  request  of  the  teachers,  the 
program  was  extended  gradually  to  all  grades, 
first  through  twelfth.  Similarly,  beginning  Sep- 
tember 1989,  the  program  included  only  public 
schools,  and  only  those  in  New  Castle  County. 
In  September  1991,  the  talks  were  extended 
throughout  the  state  and  to  parochial  and  pri- 
vate schools. 

Each  "school  talk"  presentation  provides  stu- 
dents with  practical,  concise  health  information. 
At  each  session,  a videotape  is  shown  on  the 
topic  of  the  day  followed  by  a brief,  informal  talk 
by  the  physician.  Questions  or  comments  from 
students  and  teachers  are  invited.  Students  ask 
quite  meaningful  questions,  thereby  proving  they 
have  a great  deal  of  information  ...  combined 
with  a great  deal  of  misinformation.  They  are 
invited  to  phone  Tel-Med  for  further  information. 


At  its  inception,  this  program  offered  nine  sub- 
jects, and  the  teachers  were  invited  to  suggest 
others.  The  list  has  been  expanded  to  include 
more  than  30  topics,  and  there  will  certainly  be 
future  additions.  The  current  list  is  detailed  in  the 
box  below. 


Topics-School  HealthTalks 

- Aging 

- Prevention  ofTeen 

- AIDS 

Violence 

- Alcoholism 

- Puberty 

- Anxiety  and  Depression 

- Self-Esteem  & 

- Becoming  a Family  Dr. 

Assertiveness 

- Breast  Self  Exam 

- Sexual  Abuse 

- Cholesterol  & Diet 

- Sexual  Harassment 

- Date  Rape 

- SexuallyTransmitted 

- Drug  Abuse 

Diseases 

- Eating  Disorders 

- Sexual  Development 

- Fetal  Alcohol  Syndrome 

- Skin  Cancer 

- Health  Issues  for  Youth 

- Smoking 

- Health  Problems  of 

- Steroids 

Minorities 

- Stress 

- Hygiene 

- Teenage  Pregnancy 

- Hearing  Loss  from  Loud 

- TeenageSuicide 

Music 

- TesticularCancer 

- Nutrition 

- Myasthenia  Gravis 

- Occult 

Based  on  the  amount  of  interest  by  teachers,  and 
ultimately  the  interest  expressed  by  students, 
response  to  this  program  has  been  good.  In  a 
world  of  enormous  stresses,  especially  for  young 
people,  we  believe  this  initiative  serves  a real 
need.  The  reward  to  the  participating  physician 
is  the  recognition  that  he  or  she  is  helping 
students  cope. 


Del  Med  Jrl , May  1997,  Vol  69  No  5 


263 


Community  Outreach 


All  volunteers  decide  what  subjects  to  cover, 
when  to  cover  them,  and  how  often  to  do  so. 
Your  agreement  to  participate  will  be  secured  on 
a talk-to-talk  basis.  Each  time  you  will  be  given 
a transcript  of  a talk  which  you  can  use  as  is,  or 
modify  as  you  see  fit.  You  will  also  be  given  an 
appropriate  videotape  on  the  subject,  to  comple- 
ment your  verbal  presentation. 

The  Medical  Society  of  Delaware  is  working  on 
ways  to  publicize  this  program  to  more  teachers. 
Due  to  the  increasing  publicity,  this  service  is 
requested  more  often  as  time  progresses,  and 
we  therefore  urge  those  of  you  who  have  given 
talks  before  to  renew  your  commitment.  We  also 
request  involvement  by  some  of  you  who  have 
not  participated.  We  find  this  program  is  well- 
established  in  New  Castle  County,  but  more 
physician  participation  is  always  welcome.  How- 
ever, because  we  are  now  getting  requests  for 
talks  from  more  schools  in  Kent  and  Sussex 
Counties,  we  are  in  urgent  need  of  more  physi- 
cian participation  there. 

The  Administrative  Coordinator  for  this  program 
is  Coreen  Haggerty,  Director  of  Professional 
Education  and  Community  Affairs  at  the  Medical 
Society  of  Delaware.  David  Platt,  M.D.  is  Physi- 
cian Coordinator,  responsible  for  writing  talks, 
securing  videotapes,  and  fielding  problems. 
Rhoslyn  Bishoff,  M.D.  is  Physician  Coordinator 
for  Kent  County,  and  Ilona  T.  Szucs,  M.D.  is 
Physician  Coordinator  for  Sussex  County.  To 


participate  in  this  program  or  for  more  informa- 
tion about  it,  please  contact  any  one  of  these 
four  coordinators. 

Another  program  that  occurs  annually  is  Doctor/ 
Lawyer  Talks  Against  Drug  and  Alcohol  Abuse. 
Currently  in  its  fourth  year,  this  program  was 
initiated  by  the  Delaware  Trial  Lawyers  Associa- 
tion. Once  a year,  a team  of  one  doctor  and  one 
lawyer  visits  a cooperating  high  school  or  middle 
school.  Each  professional  gives  a presentation, 
then  students  ask  questions  about  drug  or  alco- 
hol problems. 

This  year,  the  talks  were  held  throughout  the 
state  on  February  25,  1997.  In  New  Castle 
County,  18  doctors  presented  26  talks  in  nine 
schools.  All  New  Castle  County  school  requests 
were  fulfilled.  In  Kent  County,  six  doctors  gave 
1 7 talks  in  five  schools.  Of  those  six  doctors, 
three  were  from  New  Castle  County.  However, 
due  to  a lack  of  physician  participation,  three 
schools  did  not  receive  a presentation.  In  Sussex 
County  three  doctors  gave  four  talks  in  three 
schools.  Three  additional  requesting  schools 
did  not  receive  a presentation. 

If  this  program  is  to  continue  and  succeed  in 
1998  and  thereafter,  we  must  have  more  physi- 
cian participation  in  Kent  and  Sussex  Counties. 
We  appeal  for  your  help.  If  you  volunteer,  you 
will  be  supplied  with  ample  background  material 
well  in  advance.  The  students  need  you.  Please 
help. 


The  following  is  a list  of  the  doctors  who  served  in  either  or  both  of  the  two 
school  programs  this  year.  Thank  you  once  again  for  your  help. 


Charles  Allen,  M.D. 

Adelle  Ashley-Axon,  M.D. 
Stephen  W.  Bartoshesky,  M.D. 
Lisa  Bell,  M.D. 

Rhoslyn  J.  Bishoff,  M.D. 

Ben  C.  Corballis,  M.D. 
Alexander  Cordova,  M.D. 
Richard  B.  Crabb,  M.D. 

Sally  Dowling,  M.D. 

Katherine  Esterly,  M.D. 

Judith  A.  Fisher,  M.D. 


Pamela  J.  Forest,  M.D. 

Robert  W.  Frelick,  M.D. 

Maribel  Garcia-Zaragoa,  M.D. 
James  M.  Gill,  M.D. 

Casey  J.  Graybeal,  M.D. 
Robison  D.  Harley  M.D. 

Patrick  A.  Jarvie,  M.D. 

Janet  P.  Kramer,  M.D. 

Pierre  L.  LeRoy,  M.D. 

M.  Lind,  M.D. 

Louisa  Mankin,  M.D. 


Francis  Martin,  M.D. 

Charles  L.  Minor,  M.D. 
Stuart  A.  Narrod,  M.D. 
Dewey  A.  Nelson  M.D. 

Nora  O'Flynn  O'Brien,  M.D. 
David  Platt,  M.D. 

Pro  Vance  Prewitt,  M.D. 
Harold  S.  Rafal,  M.D. 

Albert  A.  Rizzo,  M.D. 

Roger  B.  Rodrigue,  M.D. 
Gerald  Savage,  M.D. 


William  Shellenberger,  M.D. 
James  Spellman,  M.D. 
Craig  D.  Sternberg,  M.D. 
Ross  M.  Ufberg,  M.D. 

Jack  Vilts,  M.D. 

Charles  G.  Wagner,  M.D. 
Dene  T.  Walters,  M.D. 
Thomas  Weir,  M.D. 

Jay  G.  Weisberg,  M.D. 
Mark  T.  Zubrow,  M.D. 
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The  Rational  Option  - For  a National  Health  Program 

By  John  Canham-Clyne,  with  Steffie  Woolhandler,  M.D  , and  David  Himmelstein,  M.D.,  and  introduction  by 
US.  Senator  Paul  Wellstone  of  Minnesota.  The  Pamphleteer's  Press,  1995,  109  pp.,  $ 10 


David  Platt,  M.D. 


Canham-Clyne  is  a journalist,  and  the  other  two 
authors  are  associate  professors  at  Harvard 
Medical  School  and  founding  members  of  Phy- 
sicians for  a National  Health  Program.  In  1 993, 
Senator  Wellstone  introduced  in  Congress  The 
American  Health  Security  Act.  This  was  rated  by 
the  Congressional  Budget  Office  as  able  to  save 
enough  money  in  administrative  costs  to  provide 
every  American  with  comprehensive  health  care 
without  any  additional  expenditure.  HMO  over- 
head in  the  U.S.  is  now  9.4  percent  of  premiums, 
whereas  in  Canada's  National  Health  Program 
it  is  0.9  percent.  Senator  Wellstone  thinks  the  bill 
did  not  succeed,  because  of  the  multimillion 
dollar  campaign  of  misinformation  which  the 
insurance  industry  mounted  against  it. 

This  book  outlines  what  Physicians  for  a National 
Health  Plan  think  are  the  basic  problems  with  our 
present  health  care  system  and  what  they  pro- 
pose to  correct  the  deficiencies.  The  book's 
authors  state  that  in  the  U.S.,  40  million  people 
have  no  health  insurance,  and  a total  of  one- 
third  of  the  population  lacks  full  coverage.  In 
contrast,  Canada,  which  has  a working  single 
payer  health  system,  has  universal  coverage, 
although  it  spends  only  nine  to  ten  percent  of  its 
GNP  on  health  care,  as  opposed  to  1 4 to  15 
percent  in  the  U.S.  Despite  this,  health  statistics, 
such  as  life  expectancy  and  neonatal  survival, 
are  better  in  Canada  than  in  the  United  States.  In 
addition,  a recent  survey  reported  that  55  per- 


cent of  Canadians  are  satisfied  with  their  system 
as  opposed  to  ten  percent  in  the  U.S. 

Recently,  the  U.S.'s  large  insurance  companies 
have  been  merging  and  consolidating  and  are 
effectively  gaining  control  of  health  care.  In 
addition,  large  corporations  whose  health  plans 
are  self-funded  are,  under  the  provisions  of 
ERISA,  exempt  from  all  state  regulation,  includ- 
ing any  control  by  insurance  commissioners. 
Care  which  the  insurance  companies  deem  un- 
necessary is  withheld  and  an  increasingly  high 
proportion  of  premium  money  winds  up  as  cor- 
porate administrative  costs  and  executive  and 
shareholders'  profits.  This  process  is  accelerated 
as  the  for-profit  HMOs  seek  out  the  healthy  and 
try  to  avoid  signing  up  the  chronically  ill. 

Physicians  for  a National  Health  Program  was 
founded  in  1987  and,  when  this  book  was 
written  in  1995,  had  6000  members.  According 
to  the  book,  the  program  will  be  funded  federally 
via  taxes,  and  regulated  within  its  borders  by 
each  state.  Every  person  in  the  U.S.  will  have  a 
card  which  will  entitle  him  or  her  to  full  health 
coverage  without  any  deductible  or  copay,  as 
well  as  free  choice  to  go  to  any  physician, 
hospital  or  other  health  care  provider,  with  the 
option  to  change  that  choice  at  any  time.  Physi- 
cians will  not  be  employed  by  the  plan,  but  will 
practice  solo  or  in  groups,  as  they  choose,  under 
a fee  for  service  arrangement,  with  all  bills  paid 
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by  the  plan.  A fee  scale  will  be  negotiated  with 
physician  representatives  yearly.  All  hospitals 
will  be  not-for-profit  and  will  be  paid  by  the  plan 
on  the  basis  of  a yearly  global  budget,  with  a 
special  provision  for  added  money  for  needed 
equipment  or  building  expansion.  No  fees  will  be 
billed  for  specific  services.  Home  health  care, 
mental  health  care,  long  term  care  in  nursing 
homes,  dental  and  eye  care,  and  the  cost  of 
medical  equipment  will  all  be  covered.  Druggists 
will  be  paid  cost  plus  a dispensing  fee  for  all 
approved  drugs  ( from  a list  to  be  updated  yearly 
by  the  plan  and  a physician-pharmacist  board). 


The  costs  of  pharmaceutical  research  will  be 
paid  by  the  plan. 

The  plan  is  not  final,  but  needs  refinement  with 
more  input  from  practicing  physicians  and  state 
medical  societies.  Its  goal  is  to  provide  universal 
coverage  for  all  health  needs  at  no  increase  in 
costs.  It  proposes  to  take  control  of  medical  care 
away  from  the  insurance  corporations  and  return 
it  to  those  who  deliver  the  care.  Every  practicing 
physician  should  read  this  book,  and  with  a 
critical  eye. 


Picture  your  future  in  the  sunny  South! 


FAMILY  PRACTICE  PHYSICIAN -Orangeburg,  SC 

& 


Liberty  Healthcare  Corporation,  a national  medical 
management  company,  seeks  a BE/BC  Family  Practice 
Physician  to  join  our  state-of-the  art  practice  facili- 
ty in  South  Carolina.  Our  generous  package 
includes  excellent  compensation,  light  on-call  duty, 
relocation  assistance,  malpractice  insurance,  CME 
stipend,  seven  weeks’  paid  time  off,  and  a 40  hour 
work  week. 

This  is  an  incredible  opportunity  for  you  to 
enjoy  a relaxed  lifestyle  while  providing  top- 
quality  care! 


For  immediate  consideration,  please  call  Mike  Krug  at 
800-331-7122.  In  PA,  610-668-8800.  Or  fax  your  CV  to  - 
Liberty  Healthcare  Corp.  (87)  --  ..  . 

401  City  Ave.,  Suite  820,  V l/De/Ty 

Bala  Cynwyd,  PA  19004.  A WHe3ltnC3re 

EOE.  ^ 
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HOSPITAL  CARE 
PHYSICIANS 


Providing  your  inpatient  needs  at  the  Medical 
Center  of  Delaware  (Christiana  and  Wilmington 
Hospitals)  and  the  St.  Francis  Hospital. 

Board  certified  physicians  in: 

- Cardiology  - 

- Pulmonary  - 

- Infectious  Disease  - 

- Nephrology  - 

- Endocrinology  - 

- Gastrointestinal  - 

- Neurology  - 

Our  doctors  participate  in  all  insurances  and 

HMO  plans. 

For  patient  referrals,  please  ask  emergency  physicians 
to  contact  HOSPITAL  CARE  PHYSICIANS. 


For  direct  referrals,  please  call  302-995-2627. 
Anthony  D.  Alfieri,  D.O. 


J 


Of  An  Operation 
That'll  Make 
You  Feel  Better 


As  an  Air  Force  Reserve  physician, 
you'll  experience  all  the  rewards  of 
providing  care.  And  then  some. 

Because  as  part  of  our  nation's  vital 
defense  team,  you'll  help  protect 
the  strength  and  pride  of  America. 

In  the  Air  Force  Reserve,  you'll  feel 
the  excitement  a change  of  pace 
brings  as  you  gain  the  prestige  of 
military  rank  and  the  privilege  of 
working  with  some  of  the  world's 
best  medical  professionals.  And, 
you  can  update  your  knowledge 
through  the  Air  Force  Reserve's 
wide  selection  of  continuing  edu- 
cational opportunities. 

With  our  new,  flexible  schedule 
programs,  it's  never  been  easier  to 
give  something  back  to  your 
country. 

The  Air  Force  Reserve.  It's  a great 
way  to  serve. 


Call:  (800)282-1390 


A GREAT  WAY  TO  SERVE 


LEGAL  COMMENTARY 


The  Physician's  Duty  to  Report  a Patient  to  Motor  Vehicle  Authorities: 
When  Must  You  Report  and  What  Are  Your  Liabilities 


Joseph  R.  Slights,  III 


INTRODUCTION 

Courts  across  the  country  have  been  asked  to 
determine  whether,  and  under  what  circum- 
stances, a doctor  must  report  to  the  state  motor 
vehicles  authorities  when  the  doctor  knows  that  a 
patient's  medical  condition  might  pose  a risk  to 
the  patient  or  to  others  on  the  road.  Delaware 
has  now  joined  the  fray.  Unfortunately,  the  Dela- 
ware approach  has  raised  more  questions  than  it 
has  answered.  Physicians  beware...  you  may  be 
confronted  with  the  classic  "rock  and  a hard 
place"  dilemma:  damned  if  you  do  report  and 
damned  if  you  don't. 


THE  PROBLEM  DEFINED 

Since  the  time  of  Hippocrates,  those  engaged  in 
the  healing  arts  have  respected  their  patients' 
rights  to  expect  that  information  regarding  their 
medical  conditions  would  be  maintained  in  the 
strictest  of  confidence.’  Nonetheless,  the  Dela- 
ware General  Assembly  has  determined  that  a 
physician  must  disclose  otherwise  confidential 
information  regarding  a patient's  medical  condi- 
tion in  certain  circumstances.  For  instance,  a 
physician  is  required  to  disclose  to  public  health 
authorities:  1 ) that  a patient  suffers  from  a sexu- 


Mr.  Slights  is  a partner  in  the  Wilmington,  Delaware  law  firm  of  Morris, 
James,  Hitchens  & Williams  and  is  a member  of  the  firm's  health  law 
practice  group  where  he  represents  health  care  providers  and  entities 
in  medical  malpractice  actions,  credentialing  and  other  practice-related 
disputes  and  fraud  and  abuse  investigations  and  prosecutions. 


ally  transmitted  disease;2  2)  that  a patient  suffers 
from  other  contagious  diseases  as  identified  by 
the  board  of  health;3  3)  and  that  a patient  has 
tested  positive  for  HIV  or  AIDS.4  Physicians  must 
also  report  suspected  child  abuse  to  the  Division 
of  Child  Protective  Services 5 and  suspected 
criminal  victims  (stab  or  gun  shot  wounds  or 
poisoning)  to  "appropriate  police  authorities."6 
And  physicians  must  report  the  fact  that  they  are 
treating  a patient  who  suffers  from  epilepsy  to  the 
DMV.7  In  each  of  these  instances  where  the  law 
requires  the  physician  to  disclose  otherwise  con- 
fidential patient  information,  the  law  also  pro- 
vides the  physician  with  immunity  from  any  civil 
suit  initiated  by  the  patient  alleging  damages 
arising  from  the  disclosure  of  the  confidential 
information.8 

Reporting  - at  least  from  a civil  liability  perspec- 
tive - is  quite  easy.  Report  when  the  law  tells  you 
to  report  and  you  will  be  protected.  You  will  be 
protected  from  a civil  suit  by  a third  party  injured 
by  your  patient  as  a result  of  the  patient's  illness 
or  condition.  And  you  will  be  protected  from  a 
civil  suit  by  your  patient  for  breach  of  confiden- 
tiality; But  what  about  the  situation  where  there 
is  no  statute:  (1)  Is  there  a duty  to  report  certain 
illnesses  or  medical  situations  which  are  not 
covered  by  statute?  (2)  Can  a physician  be  held 
liable  to  third  parties  injured  by  the  patient  if  the 
physician  fails  to  report?  (3)  If  the  physician  does 
report,  can  the  physician  be  held  liable  to  the 
patient  for  breach  of  confidentiality? 
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The  Dalrymple  decision9  suggests  that  the  an- 
swer to  each  of  these  questions  - remarkably  - is 


THE  DALRYMPLE  DECISION 

On  February  21,  1992,  a head-on  collision 
occurred  on  U.S.  Route  1 13  near  Milford,  Dela- 
ware involving  automobiles  operated  by  Michael 
W.  Poole  and  Winnita  Sennett.  Mr.  Poole's  wife 
and  two  young  children  were  occupants  in  his 
vehicle;  Ms.  Sennett  was  alone  in  her  vehicle. 
The  sole  survivor  of  the  accident  was  Mariah  M. 
Poole  Harden,  then  six  years  old. 

On  November  2,  1993,  a Complaint  was  filed 
on  behalf  of  the  Poole  family  against  James  M. 
Dalrymple,  Jr.,  M.D.,  a neurologist  practicing  in 
Milford,  Delaware.  Dr.  Dalrymple  was  Ms. 
Sennett's  treating  neurologist  at  the  time  of  the 
accident.  The  plaintiffs  alleged  that  Dr. 
Dalrymple's  failure  to  report  to  the  Delaware 
Department  of  Motor  Vehicle  ("DMV")  that  he 
was  treating  Ms.  Sennett  for  epilepsy  was  an  act 
of  negligence  which  caused  the  February  21, 
1992  accident.  As  support  for  their  contention, 
the  plaintiffs  cited  24  Del.  C.  §1763,  which 
requires  physicians  to  report  their  epileptic  pa- 
tients to  the  DMV.  For  his  part,  Dr.  Dalrymple 
testified  unequivocally  that  he  intentionally  de- 
clined to  report  Ms.  Sennett  to  the  DMV  because 
he  felt  to  do  so  would  constitute  a betrayal  of  the 
patient/physician  privilege.  The  Court,  therefore, 
was  confronted  with  the  questions  of  whether  a 
physician  could  be  found  negligent  for  violating 
Delaware's  epilepsy  reporting  statute  and,  in  a 
more  general  sense,  whether  and  under  what 
circumstances  a physician  could  be  held  liable  in 
negligence  to  third  parties,  with  whom  he  had  no 
relationship,  solely  by  virtue  of  the  actions  of  his 
patients. 

The  United  States  District  Court  for  the  District  of 
Delaware,  deciding  the  Dalrymple  case,  held 
that  a physician  may  be  found  negligent  for 
failing  to  report  an  epileptic  patient  to  the  DMV 
to  the  extent  that  it  can  be  established,  through 


expert  medical  testimony,  that  such  reporting  is 
required  by  the  applicable  medical  standard  of 
care.10 

At  first  glance,  the  Dalrymple  holding  does  not 
appear  terribly  controversial.  After  all,  24  Del. 
Q §1 763  requires  a physician  to  report  his  or  her 
epileptic  patients  to  the  DMV,  and  Dr.  Dalrymple 
readily  admitted  that  he  intentionally  declined  to 
do  so.  The  Dalrymple  decision,  however,  is 
significant  because  the  Court's  decision  was  not 
based  on  Dr.  Dalrymple's  disregard  for  the 
statute.  Indeed,  the  Court  agreed  with  defense 
counsel  that  a violation  of  the  statute,  in  and  of 
itself,  could  not  form  the  basis  of  a negligence 
claim  against  the  physician.  The  Court  went  so 
far  as  to  say  that  the  plaintiffs  could  not  even 
introduce  the  physician's  violation  of  the  report- 
ing statute  as  evidence  of  his  negligence.  In- 
stead, the  Court  recognized  a common  law  duty 
on  the  part  of  a physician  to  report  a patient  to 
the  DMV  to  the  extent  such  a report  was  neces- 
sary to  protect  reasonably  foreseeable  victims  of 
the  patient.  The  Court  did  not  limit  this  duty  to  a 
specific  class  of  patients,  e.g.,  epileptic  patients. 
Rather,  the  Court's  holding  would  appear  to 
require  a physician  to  report  to  the  DMV  any 
patient  who  posed  a reasonably  foreseeable 
threat  of  harm  to  the  motoring  public  at  large. 
The  Dalrymple  Court  relied,  in  large  part,  on  the 
Naidu  case,  in  rendering  its  decision. 

In  Naidu  v.  Laird.  Del.  Supr.,  539  A. 2d  1064 
(1  988),  a team  of  psychiatrists  were  found  liable 
to  a non-patient  third  party,  when  a family  mem- 
ber was  killed  by  an  automobile  driven  by  the 
psychiatric  team's  former  patient.  The  plaintiff 
alleged  that  the  head  of  the  psychiatric  team  was 
negligent  when  he  agreed  to  release  the  patient 
from  the  Delaware  state  hospital  six  months 
before  the  tragedy  without  adequate  follow-up 
to  make  sure  the  patient  took  his  anti-psychotic 
medication.  The  Court  concluded  that,  while  the 
law  generally  does  not  require  one  person  to 
exercise  control  over  another,  the  law  does 
recognize  an  exception  to  this  general  rule  when 
a person,  such  as  a physician,  is  in  a unique 
relationship  with  another  such  that  he  or  she  can, 
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and  indeed,  is  often  expected  to  exercise  a 
degree  of  control  over  that  person.  In  the  case 
of  a physician,  the  Court  held  that  it  is  reasonably 
foreseeable  that  a psychotic  patient  who  is  not 
properly  controlled,  under  certain  circumstances, 
candoharm  to  himself  and  to  thegeneralpublic. 
Accordingly,  the  Court  concluded  that  the  psy- 
chiatrist could  be  held  liable  in  negligence  for 
failing  to  protect  possible  third  party  victims  from 
actions  of  his  potentially  violent  patient. 

In  response  to  the  Naidu  decision,  the  Delaware 
General  Assembly  enacted  a law  which  severely 
limits  a mental  health  services  provider's  liability 
for  failing  to  take  steps  to  prevent  harm  to 
persons  or  property  caused  by  his  or  her  pa- 
tient.11 However,  no  such  protections  have  been 
enacted  for  physicians  or  other  health  care  prac- 
titioners who  practice  outside  the  mental  health 
arena. 

The  Dalrymple  decision  has  obvious 
wide-reaching  implications  for  Delaware  physi- 
cians. Arguably,  a Delaware  physician  could 
face  civil  liability  in  the  event  he  or  she  fails  to 
report  a patient  to  the  DMV  when  that  patient 
suffers  from  a medical  condition  which  could 
impair  the  patient's  ability  to  drive.  Such  impair- 
ment could  be  caused  not  only  by  a disease  of 
the  nervous  system,  but  also  cardiac,  pulmonary 
or  vascular  diseases.  Indeed,  one  might  argue 
that  certain  orthopedic  conditions  may  trigger  a 
duty  to  report  to  the  DMV.  Also,  it  is  possible  that 
a duty  might  arise  to  report  patients  to  the  DMV 
when  the  physician  has  prescribed  certain  medi- 
cations for  that  patient. 

On  the  other  hand,  a physician  has  no  statutory 
protection  if  the  physician  breaches  a patient's 
legitimate  interests  in  confidentiality  and  the 
physician  reports  a medical  condition  which  is 
not  governed  by  statute.  Certainly,  the  physician 
could  argue  that  he  or  she  is  entitled  to  the  civil 
immunity  afforded  a physician  who  reports  an 
epileptic  patient.  See  21  Del.  C.  §2707(b)(7). 
The  analogy  may  not  hold  water,  however.  Dela- 
ware courts  have  clearly  held  that  the  General 
Assembly  has  been  careful  to  provide  for  immu- 


nity from  civil  suit  for  certain  reporting  instances, 
but  not  others,  so  no  immunity  might  be  avail- 
able in  cases  where  immunity  is  not  granted  by 
statute.12  Suffice  it  to  say,  that  the  health  care 
provider  who  reports  patients  to  the  DMV  - other 
than  those  suffering  from  diseases  "of  the  central 
nervous  system"  - does  so  at  his  or  her  own  risk. 


POSSIBLE  SOLUTIONS  TO  THE  PROBLEM 

In  response  to  this  dilemma,  you  might  consider 
these  suggestions,  in  cases  which  are  not  gov- 
erned by  statute: 

1 .Seek  the  patient's  permission  to  disclose  the 
medical  condition  to  the  DMV.  The  patient 
should  be  asked  to  sign  an  appropriate  re- 
lease authorizing  disclosure  and  releasing 
any  and  all  civil  claims  arising  from  disclosure. 
The  release  should  be  prepared  by  counsel. 

Or,  in  lieu  of  reporting: 

2.  Ask  the  patient  to  sign  a form  confirming  that 
you  have  advised  the  patient  of  the  risks 
associated  with  driving,  and  that  the  patient 
has  agreed  not  to  drive  for  whatever  period  of 
time  is  required  by  the  medical  condition. 
Once  again,  this  form  should  be  prepared, 
or  at  least  reviewed,  by  counsel. 

In  either  case,  you  should  take  the  following 
precautions  if  a patient's  medical  condition  makes 
it  unsafe  for  him  or  her  to  be  driving: 

1 . Document  in  the  chart  who  brought  the 
patient  to  the  office.  If  it  appears  that  the 
patient  drove  himself  or  herself  to  the  of- 
fice despite  your  warnings,  terminate  the 
relationship  and  document  why. 

2.  Encourage  the  patient  to  bring  family  with 
him  or  her  to  office  visits  and  advise  the 
family  of  the  restrictions  on  driving,  as 
well.  Document  this  clearly  in  the  chart. 
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3.  If  possible,  make  arrangements  for  public 
transportation  or  a shuttle  service  and 
document  this  in  the  chart. 

4.  Finally,  you  may  wish  to  call  your 
representative(s)  to  the  General  Assembly 
to  seek  a legislative  response  to  this 
untenable  situation 
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Every  result  of  every  test  performed  at  the 
Cardiac  Diagnostic  Center  is  personally  inter- 
preted by  a cardiologist  — and  in  your  hands  in 
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Medical  Aid  Unit 
Laboratory 
X-Ray 

Ambulatory  Surgery 
Community  Imaging  Center 
Nuclear  Medicine 
Ultrasound 
Cardiology 
Therapy 


dm  m unity 
edical  (are,]nc 


mu nityjm aging  (center 


A division  of  Community  Medical  Care,  Inc. 


Serving  and  managing  the  outpatient  needs  of  the  community 
with  quality,  affordable  medical  care  since  1978 


immunity  Jmaging  (enter 


a division  of  Community  Medical  Care,  Inc. 


ARE  YOUR  FEMALE  PATIENTS  GETTING  THE  BEST 
POSSIBLE  MYOCARDIAL  PERFUSION  TESTS? 

JACC  VOL.  29,  No.  1 

(Journal  American  College  of  Cardiology) 

JANUARY  1997:69-77 


“Comparative  Diagnostic  Accuracy  of  Tl-201  and  Tc-99m  Sestamibi  SPECT  Imaging  (Perfusion  and 
ECG-Gated  SPECT)  in  Detecting  Coronary  Artery  Disease  in  Women" 

Conclusions:  Thallium-201  and  Tc-99m  Sestamibi  myocardial  perfusion  scintigraphic  studies  have 
similar  sensitivities  in  the  detection  of  CAD  in  women.  However,  the  specificity  of  Tc-99m  Sestamibi  is 
significantly  higher  than  that  of  Tl-201 . This  specificity  is  further  enhanced  by  the  use  of  ECG-Gated 
SPECT  Tc-99m  Sestamibi  imaging. 


Community  Imaging  Center  is  the  lab  in  Wilmington  that  routinely 
performs  ECG-Gated  SPECT  using  Tc-99m  Sestamibi  (CARDIOLITE)1M 
on  all  patients.  ECG-Gated  SPECT  provides  perfusion,  wall  motion  and 
Ejection  Fraction  in  one  study. 


HERE  IS  WHAT  OUR  PATIENTS  HAVE  TO  SAY  ABOUT  US 

“Last  Friday,  I had  a Cardiolite  stress  test  at  your  facility.  This  could  have  been  an 
awkward  and  unpleasant  experience;  but  due  to  the  professionalism  and  courtesy 
exhibited  by  the  employees  of  your  Center,  I felt  comfortable  and  reassured.  Please 
accept  my  thank  you  and  gratitude.  I will  pass  my  opinion  on  to  my  doctor  (...)  and 
remain  sincerely  (...)”. 

• Prompt,  courteous  service  • Test  results  available  in  24  hours  or  less  • All  positive  tests  called  and  faxed 

We  participate  with  virtually  all  insurance  carriers 


Phone:  302-892-6200  Fax  302-892-6206  Internet:  www.communitymed.com 
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A PHYSICAL 
CHECK  UP  IS 
IMPORTANT. 

SO  IS  AN 
INSURANCE 
CHECK  UP. 


When  a patient  tells  you,  “I  can’t  take  the  time  for  a check  up,”  your  response 
usually  goes  something  like,  “You  have  to  make  time  for  your  own  health.” 

The  same  holds  true  with  your  insurance  program.  We  know  you’re  busy,  but  “You 
have  to  make  time  for  the  health  of  your  protection.”  We  can  save  you  time  (and 
money)  by  handling  all  your  insurance  needs . . . professional  and  personal. 

Also,  when  you  use  MSDIS/PLI/ZUTZ,  the  Medical  Society  benefits  as  well. 

Call  MSDIS/PLI/ZUTZ  at  658-8000  today, 

An  insurance  check  up  today  could  prevent  a major  financial  crisis  tomorrow. 


Advanced  CT  Imaging 
at  Three  Locations 

Brandywine  Imaging  Center, 

Omega  Imaging  Center,  Pike  Creek  Imaging  Center 


Diagnostic  Imaging  Associates,  P.A.  has  three  locations  in 
Northern  Delaware  providing  advanced  Computerized  Tomography  (CT)  imaging; 
Brandywine  Imaging  Center  in  North  Wilmington,  Pike  Creek  Imaging  Center 
in  the  Pike  Creek  area  and  Omega  Imaging  Associates  for  your  patients 
in  the  Newark  area.  DIA’s  high  resolution  scanners  are  capable  of 
dynamic  scanning  and  spatial  resolution  of  .5  millimeters.  Each  facility  has  a 
board  certified  radiologist  on  staff  with  special  fellowship  training  in  body  CT.  For  your 
convenience,  patients  can  be  scheduled  same  day  with  wet  reading  faxed  immediately. 


Diagnostic  Imaging  Associates  accepts  virtually  all  HMO,  PPO  and 
Fee  For  Service  health  insurance  plans  including; 

Principal,  US  Healthcare  and  all  Blue  Cross  Blue  Shield  programs 

❖ 

Our  full  range  of  out-patient  imaging  services  include: 

• High-Field  MRI  • New  spiral  CT  scanning  • Ultrasound  including  Color  Doppler 
• Fluoroscopy  • Mammography  • Nuclear  Medicine  and  General  X-ray 


For  information  and  the  office  nearest  you,  please  call  302-425-4DIA. 
“At  DIA  we  strive  to  be  the  best  not  the  biggest” 

Diagnostic  Imaging  Associates,  PA 

Brandywine  Imaging  Center  • 701  Foulk  Road  • Suite  E-1  • Wilmington  • 654-5300 
Omega  Imaging  Associates  • L-6  Omega  Professional  Center  • Newark  • 738-9300 
Omega  Magnetic  Resonance  Imaging  Center  • L-6  Omega  Professional  Center  • Newark  • 738-9300 
Omega  Medical  Center  • K-15  Omega  Professional  Center  • Newark  • 368-5100 
Omega  Nuclear  Diagnostic  Center  • K-15  Omega  Professional  Center  • Newark  • 368-8150 
Pike  Creek  Imaging  Center  • 3105  Limestone  Road  • Suite  106  • Wilmington  • 995-2037 
Wilmington  Magnetic  Resonance  Imaging  Center  • 1020  Union  Street  • Wilmington  • 427-9855 
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FOR  RENT 

2323  Pennsylvania  Avenue 
Wilmington,  Delaware  19806 

• Centrally  located 

• 88  parking  spaces 

• 100%  owner-occupied 

• Handicap  access  (elevator) 

• Utilities  included 

• Approximately  1,000  sq.  ft.  & reception  desk 

• Available  for  inspection  - Call  (302)  655-4510 

• Immediate  Occupancy 

• Rental  fee  - $1200  per  month  (all  inclusive) 


AccuBanc  Mortgage  Corporation 

,\  Snl’snli.ir:i  of  irs  rithvico]  Corpcvolum 


Specializing  in  the  mortgage  needs 
of  today  s medical  professional! 

NOTE  OUR.  NEW  PHONE  NUMBER. 
Caff  Fd  Ptsp  ham  at  (302)  234-7903 

(purchase,  (Refinance,  Second 3 homes  or 
Investment  (Property 

Loan  Amounts  to  $2,000,000 

3 Day  Jdpprovafs  & 

100%  (Financings 


400 1 Kennett  Pi  He,  Suite  242 
Greenville , Delaware  19807 


Papastavros’ 

Associates 

MEDJCAL 


rso  Papastavros’  Associates  Medical  Imaging 
Centers  our  skilled  professionals  are  committed  to 
providing  the  most  advanced  diagnostics  in  a 
caring  and  comfortable  atmosphere. 

We  are  dedicated  to  meeting  the  ever  changing 
needs  of  the  community  and  maintaining  the 
highest  quality  service  available  today. 

‘The  quality  sendees  that  we  provide  include: 

♦ X-Tay  ♦ M.P.I.  Scanning  ♦ Ultrasound  ♦ 

♦ C.ST'T  Scan  ♦ (Nuclear  (Medicine  ♦ 

♦ Mammography  ♦ 

Tull  Sendee  Imaging  Centers  Located  at: 

♦ 1 701  Augustine  Cutoff  ♦ 40  Polly  Drummond  Hill  Rd. 


Suite  100,  Bldg.  IV 

Suite  100,  Bldg.  4 

Wilmington,  DE  19803 

Newark,  DE  19711 

(j02)  652-3016 

tgozi  737-5990 

Other  Convenient  Locations 

1508  Pennsylvania  Avenue 

655-4042- 

2700  Silverside  Road 

3.78-1100 

1805  Foulk  Road 

475-6036 

420  Christiana  Medical  Center 

366-3959 

1320  Philadelphia  Pike 

792-2529 

1941  Limestone  Medical  Building 

9 92-0502 

1502  Delaware  Street,  New  Castle 

328-1502 

2600  Summit  Bridge  Road 

836-8350 

16  Omega  Drive  Bldg,  B-89 

738-5500 

5317  Limestone  Road 

1 3X9 4T 

550  Stanton-Christiana  Road 

63309 10 

314  E.  Main  St.,  Newark,  DE 

455-°775 

Quality,  Care  and  Service  Since  1958 
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Recovery  at  home 
just  got  a little  easier. 


Home  Medical  Equipment  is 

often  an  essential  component 
in  a patient’s  plan  of  care  — 
especially  home  care.  What  could  be 
more  natural  than  Home  Medical 
Equipment  from  the  Visiting  Nurse 
Association? 

We  have  combined  the  quality, 
efficiency,  and  cost-effectiveness  of 
VNA  home  healthcare  services  with 
Home  Medical  Equipment.  Now 
with  one  phone  call,  you  can  bring 
complete  home  healthcare  to  your 
patients. 

Statewide  and  regional  free 
delivery,  professional,  guaranteed  four- 
hour  delivery,  and  contracts  with  most 
healthcare  plans. 

Call  1-888-VNA-0001. 


VNA. 


Visiting  Nurse 
Association 
IdelawareI  of  Delaware 
75  Tea  rs  of  Ca  ri  n g 


SPIRAL  CT  is  now  available  at 
Christiana  Imaging  Center. 


This  state-of-the-art  unit  offers 
several  advantages  to  patients 
and  physicians: 

b Reduced  scan  time 

■ Increased  image  clarity 
and  detail 

D Single  breath-hold  scans 
of  the  abdomen  and  chest 


We  also  offer  three-dimensional 
reconstruction  and  surface  rendering. 
This  is  particularly  valuable  where 
anatomical  detail  is  important  such 
as  orthopedics  or  facial  trauma  cases. 
This  is  part  of  our  commitment  to 
providing  you  and  your  patients 
with  the  highest  quality  imaging 
care  available. 


Evening  appointments  until  8 p.m.  are  available. 

If  you  would  like  to  know  more  about  the  spiral  CT  scanner,  call  731-9800. 
Centralized  scheduling  731-9860. 

Professional  services  by  X-Ray  Associates. 
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Managing  Managed  Care 


Last  year,  the  State  Legislature  considered  House 
Bill  321  - The  "Patient  Protection  Act,"  a bill 
which  addressed  many  of  the  abuses  presently 
occurring  in  the  health  insurance  industry,  par- 
ticularly within  Managed  Care  Organizations 
(MCOs).  Unfortunately,  the  Society's  Bill  did  not 
pass,  probably  because  the  timing  just  wasn't 
right,  but  perhaps  also  because  it  was  too  all- 
inclusive. 

Although  bills  of  this  nature  may  be  resurrected 
in  the  future  if  need  arises,  the  Society's  legisla- 
tive initiative  this  year  will  be  to  argue  for  pas- 
sage of  a bill  addressing  due  process  in  the 
selection  and  deselection  of  physicians  as  part  of 
managed  care  networks,  since  such  actions  have 
obvious  impact  upon  many,  often  long-standing 
physician-patient  relationships.  Providers  pres- 
ently have  no  recourse  when  they  are  excluded 
from  panels;  indeed,  even  the  reason(s)  for 
exclusion  are  not  disclosed.  (Disclosure  would, 
of  course,  more  fully  unveil  the  now  thinly-veiled 
underlying  profit  motive  involved  in  most  such 
actions.) 

Legislative  initiatives  in  other  states  have  met 
with  some  success.  It  is,  for  instance,  now 
required  by  law  in  Maryland  that  MCOs  doing 
business  in  that  state  offer  a point-of-service 
option,  which  allows  a patient  to  choose  to 
consult  or  be  treated  by  an  "off-panel"  provider 
at  added  personal  expense.  Studies  have  proven 
that  such  options  are  so  seldom  exercised  that 


they  do  not  significantly  raise  the  overall  cost  of 
providing  care.  Furthermore,  the  increased  cost 
can  be  borne  by  the  covered  individual. 

Continuing  this  theme  of  patient  choice,  the 
Medical  Society  of  Delaware  has  endorsed  pend- 
ing legislation  allowing  a woman  direct  access  to 
gynecologic  care  and  allowing  her  to  designate 
her  gynecologist  as  her  primary  care  physician, 
if  she  so  desires  and  the  gynecologist  is  willing  to 
accept  the  responsibility  of  such  a designation. 

A further  patient  protection  to  be  advocated  is 
the  standard  of  a "prudent  lay  person's"  judg- 
ment in  defining  an  emergency.  Most  of  us  have 
dealt  with  cases  involving  retrospective  denial  of 
coverage  because  the  situation  was  not  deemed 
"an  emergency,"  (as  if  the  patient  should  have 
intuitively  known  that  his  or  her  chest  pain,  for 
instance,  was  not  indicative  of  a life-threatening 
condition).  Many  of  us  have  also  dealt  with 
cases  in  which  patients  were  so  intimidated  by 
this  threat  of  retrospective  denial  (and  conse- 
quent sizable  personal  expense)  that  needed 
care  was  not  sought.  These  problems  can  be 
largely  eliminated  by  passage  of  and  publicizing 
of  a law  establishing  a "prudent  lay  person's" 
judgment  as  the  standard  in  defining  an  emer- 
gency. 

There  are  certainly  other  issues  related  to  medi- 
cal insurance  which  should  eventually  be  ad- 
dressed legislatively;  some  will  ultimately  be 
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addressed  on  a national  level.  These  include  full 
disclosure  of  plan  benefits  and  exclusions,  elimi- 
nation of  incentives  for  withholding  care,  and 
holding  of  payers  financially  liable  forthe  conse- 
quences of  "medical"  (financial)  decisions  made 
which  are  in  conflict  with  the  recommendations 
of  the  treating  physicians. 

This  last  issue  raises  questions  which  may  need 
to  be  answered  through  legislation  regarding 
licensure.  More  to  the  point,  are  those  people 
(physicians  and  otherwise)  "consulted"  in  ap- 
proving treatment  plans,  indeed  practicing  medi- 
cine? My  answer  to  that  would  be  "In  small-part, 
yes."  With  regard  to  issues  of  licensure  and 
privileges,  we  will  need  to  continue  our  efforts  to 
stem  attempts  by  non-physicians  to  obtain  privi- 
leges to  independently  practice  what  amounts  to 
"little  bits"  of  medicine,  including  surgery.  Fur- 
ther movement  in  this  direction  will  (contrary  to 
the  dogma  of  advocates  of  such  movement) 
raise  the  overall  cost  of  providing  care.  More 
ominously,  it  will  lead  to  a two-tiered  or,  more 
likely,  multitiered  health  care  delivery  system 


wherein  patients  access  care  at  various  levels 
according  to  their  ability  to  pay.  From  sociologic 
and  public  health  perspectives  this  would,  I think, 
be  a tremendous  step  backwards. 

There  are  certainly  other  issues  of  importance 
which  could  be  addressed  legislatively,  but  we 
must  recognize  limitations  of  time  and  influence. 

I encourage  you  to  take  one  or  all  of  these  above 
issues  to  heart  and  raise  them  with  your  legisla- 
tors. You  can  be  sure  that  some  of  your  patients 
have  already  contacted  them  as  they  have  en- 
countered the  problems  these  bills  would  ad- 
dress. I further  encourage  you  to  "keep  your  eyes 
peeled"  for  legislative  alerts  in  future  issues  of  the 
Medical  Society's  monthly  newsletter. 


Until  next  time, 


Paul  E.  Howard,  M.D. 
President 
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Strong  support  for  weak  hearts. 


Specialized  care  for  congestive  heart  disease 

PATIENTS  FROM  THE  DELAWARE  HEART  FAILURE  CENTER. 


Congestive  heart  failure  weakens  the  heart 
muscle  resulting  in  failure  of  the  heart  to  pump 
effectively  - a serious  condition  that  affects  three 
million  people  and  10%  of  eveiyone  over  the 
age  of  65.  If  you  suffer  from  symptoms  of  this 
disease,  here’s  some  good  news. 

Now  there’s  a program  devoted  to  the 
ongoing  care  and  treatment  of  congestive  heart 
failure.  The  Delaware  Heart  Failure  Center,  a 
cooperative  effort  of  St.  Francis  Hospital 
and  Delaware  Cardiovascular  Associates, 
takes  a team  approach  to  improving 
your  quality  of  life  with  this  disease. 

Through  the  Delaware  Heart 
Failure  Center,  you  will  experience 


a multidisciplinary,  proactive  approach  to 
managing  congestive  heart  failure.  You  will 
learn  how  to  take  care  of  your  heart  through 
diet,  exercise,  and  stress  reduction.  By  taking 
a coordinated  approach  to  treating  your 
condition,  the  better  you’re  likely  to  feel,  and 
the  less  time  you’re  likely  to  spend  in  the 
hospital.  Of  course,  should  the  need  for  hospital 
services  arise,  you  can  rely  on  St.  Francis  Hospital 
for  an  extensive  range  of  heart  services 
and  procedures. 

The  Delaware  Heart  Failure  Center. 
It’s  the  strength  and  support  you  need 
for  a healthier  heart.  For  more 
information,  call  302-479-7676. 
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Exercise  Stress  Echocardiography; 
An  Alternative  to  Perfusion  Imaging 


Erik  S.  Marshall,  M.D.  - Christopher  A.  Bowens,  M.D.  - Larry  Spector,  D.O. 


The  detection  of  coronary  artery  disease  (CAD)  is 
often  difficult.  In  many  cases,  a routine  history 
and  physical  examination  and  baseline  electro- 
cardiogram lack  the  accuracy  required  to  make 
a definitive  diagnosis.  Stress  testing  with  either 
exercise  or  pharmacological  methods  has  greatly 
increased  the  diagnostic  yield  of  non-invasive 
testing.  Exercise  electrocardiography  (ECG)  test- 
ing is  very  inexpensive,  but  is  limited  by  a rela- 
tively low  sensitivity  and  specificity  for  the  detec- 
tion of  CAD,  which  is  on  the  order  of  60-  70 
percent.1  Perfusion  imaging  with  thallium  or 
Tc-sestamibi  is  more  expensive,  but  has  greatly 
improved  accuracy  when  compared  to  exercise 
ECG.  This  type  of  testing  has  been  the  standard 
form  of  screening  patients  at  intermediate  risk  for 
CAD  over  the  last  10-15  years.  In  the  past 
several  years,  improvements  in  ultrasound  tech- 
nology and  the  development  of  computer  digita- 
lization have  allowed  for  the  widespread  use  of 
stress  echocardiography.  This  article  will  review 
exercise  stress  echocardiography,  and  compare 
it  to  exercise  radionuclide  perfusion  imaging. 

In  order  to  perform  a stress  echo,  a baseline  two 
dimensional  echocardiogram  is  obtained  at  rest. 
Special  attention  is  given  to  evaluating  segmen- 
tal left  ventricular  systolic  function.  However,  all 
the  information  which  is  obtained  during  a regu- 
lar two  dimensional  echocardiogram  can  also 
be  obtained  including  information  of  valve  thick- 
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practicing  cardiologists  at  the  Delaware  Heart  Group. 
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ness  and  mobility,  chamber  sizes,  aortic  root 
size,  etcetera.  Little  or  none  of  this  information  is 
obtainable  from  a standard  perfusion  study.  The 
patient  is  then  exercised  on  a bicycle  or  treadmill 
and  images  are  acquired  during  or  immediately 
after  exercise  is  completed.  These  images  are 
digitalized  and  compared  to  the  resting  images 
in  a continuous  loop  of  a single  cardiac  cycle. 
Normally,  all  of  the  walls  of  the  left  ventricle 
should  become  hyperkinetic  in  response  to  exer- 
cise. Walls  that  fail  to  do  so  are  abnormal  and 
this  response  is  usually  indicative  of  myocardial 
ischemia.  The  various  responses  of  wall  motion 
to  exercise  and  their  significance  are  summa- 
rized in  Table  1 . 


Table  1.  Various  wall  motion  responses  observed 
during  a stress  echocardiogram  and  their  implications. 

Abbreviations  LVEF=Left  ventricular  ejection  fraction,  LV=Left  ventricle 


REST 

STRESS 

IMPLICATION 

Normal 

Hyperkinetic 

Normal,  no  significant  CAD 

Normal 

Normal  (not  hyperkinetic) 

Medication  effect  vs.  low  workload 
vs.  CAD  with  ischemia 

Normal 

Hypo,  a or  dyskinetic 

CAD  with  ischemia 

Hypokinetic 

Hyperkinetic 

Normal  variant  vs.  prior  infarct  with 
viable  myocardium 

Hypokinetic 

Better  or  no  change 

Prior  infarct  with  some  viable  myocar- 
dium, no  ischemia 

Hypokinetic 

Worsening  hypokinesis 

CAD  with  ischemia 

A-Dyskinesis 

No  change  or  worse 

Prior  infarct,  no  ischemia  (?  viable 
myocardium) 

A-Dyskinesis 

Improvement 

Prior  infarct,  some  viable  myocardium 
present 

OTHER  SIGNS 

Fall  in  LVEF 

Multi  vessel/left  main  disease  vs.  non- 
ischemic cardiomyopathy 

LV  cavity  dilatation 

Multi  vessel/left  main  disease  vs.  non- 
ischemic cardiomyopathy 
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Several  recent  studies  have  examined  the  diag- 
nostic accuracy  of  exercise  stress  echo- 
cardiography for  detection  of  CAD.2'9  These 
studies  have  shown  that  the  sensitivity  ranges 
from  71-93  percent  and  specificity  ranges  from 
64  - 96  percent.  The  sensitivity  is  higher  for 
multi-vessel  disease  and  lower  for  single  vessel 
disease.  This  accuracy  is  similar  to  that  observed 
with  perfusion  imaging.  Several  studies  have 
directly  compared  echocardiography  and  perfu- 
sion imaging  in  patients  undergoing  both  tests 
either  simultaneously  or  within  several  days  of 
each  other  (Table  2).  The  range  of  sensitivity  and 
specificity  of  the  two  methods  is  very  similar. 
There  is  one  particular  area  in  which  the  speci- 
ficity of  stress  echo  is  probably  superior  to  thal- 
lium. In  women,  breast  attenuation  can  cause 
false  positive  thallium  tests  which  results  in  rela- 
tively low  specificity  . Recent  studies  have  shown 
that  stress  echo  is  not  affected  by  this  problem 
and  maintains  a relatively  high  specificity  in 
women.10,11 

There  are  other  advantages  to  stress  echo  as 
compared  to  perfusion  imaging.  In  addition  to 
information  obtained  on  a two  dimensional 
echocardiogram  such  as  left  ventricular  size  and 
function,  this  study  is  more  convenient  for  the 
patient.  The  study  can  be  performed  in  one  hour 
as  opposed  to  three  - four  hours  for  perfusion 
imaging.  No  intravenous  access  is  required  and 
there  is  no  radioactive  isotope  involved.  Addi- 
tionally, the  results  of  the  study  are  available 
almost  immediately.  Another  advantage  to  stress 


echo  is  the  cost.  By  and  large,  stress  echo  is 
cheaperthan  a perfusion  study.  The  1 996  allow- 
able Medicare  reimbursement  for  stress  echo 
was  $280.04  (code  # 93015  and  93350),  for  a 
stress  thallium  the  reimbursement  was  $614.63 
(code  # 93015  and  #78465,  this  does  not 
include  the  cost  of  thallium  which  is  $70-90  ).  In 
a center  that  does  a high  volume  of  stress 
imaging  such  as  ten  tests  per  day  (2,500  studies 
annually),  if  two-thirds  of  the  studies  were  done 
as  stress  echocardiograms  rather  than  stress 
thalliums,  the  cost  savings  per  year  would  be  on 
the  order  of  $550,000.  Additionally,  a substan- 
tial percent  of  patients  having  perfusion  studies 
also  have  echocardiograms  ordered.  Stress  echo- 
cardiography adds  further  to  the  cost  savings  by 
providing  the  clinician  with  both  stress  and  echo 
data . 

There  are  several  areas  where  perfusion  imaging 
is  probably  superior  to  stress  echo.  A small 
subset  of  patients  have  inadequate  echo- 
cardiographic  images.  This  tends  to  be  observed 
more  commonly  in  patients  who  are  morbidly 
obese  or  who  have  severe  COPD.  Stress  echo  is 
also  a workload  dependent  test.  If  a patient  does 
not  achieve  at  least  85  percent  of  their  age 
predicted  heart  rate,  the  accuracy  of  this  test  is 
reduced.  This  decrease  in  accuracy  is  probably 
greater  for  stress  echo  than  for  perfusion  imag- 
ing. If  a stress  echo  is  being  performed  to 
diagnose  CAD,  as  opposed  to  evaluating  the 
adequacy  of  medical  treatment,  we  typically 
recommend  that  beta  blocking  agents  be  held 


Table  2.  Studies  directly  comparing  the  accuracy  of  stress  echo  and  perfusion  imaging  in  the  same  patients. 
There  were  not  statistically  significant  differences  in  the  sensitivity  or  specificity  between  the  two  modalities  in 
any  of  the  studies. 

Abbreviations:  Mibi=  Tc-sestamibi 


# Pts 

Method 

Method 

Echo 

Nuclear 

Echo 

Nuclear 

Exercise 

Nuclear 

Sensitivity 

Sensitivity 

Specificity 

Specificity 

Galanti,  et  al 

53 

Bike 

Planar  Thallium 

92% 

100% 

96% 

92% 

Pozzoli,  et  al 

75 

Bike 

SPECT  Mibi 

71% 

84% 

96% 

88% 

Salustri,  et  al 

44 

Bike 

SPECT  Mibi/Thallium 

86% 

83% 

85% 

64% 

Quinones,  et  al 

112 

Treadmill 

SPECT  Thallium 

74% 

76% 

88% 

81% 

Hecht,  et  al* 

71 

Echo  bike 

SPECT  Thallium 

90% 

92% 

80% 

65% 

SPECT  treadmill 


•Stress  echo  and  stress  thallium  studies  done  within  5.1  +/-  7 days,  all  other  studies  were  done  simultaneously 
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for  at  least  24  hours  prior  to  the  test  to  try  to 
avoid  this  limitation.  Furthermore,  perfusion  im- 
aging is  more  accurate  when  evaluating  for 
evidence  of  ischemia  in  a zone  of  prior  infarction. 
In  the  setting  where  the  baseline  echocardiogram 
shows  segments  that  are  severely  hypo,  a or 
dyskinetic,  perfusion  imaging  is  superior  in  its 
ability  to  detect  viable  myocardium  within  these 
regions.  Finally,  non-ischemic  cardiomyopathies 
can  produce  segmental  wall  motion  abnormali- 
ties on  echocardiography.  These  abnormalities 
cannot  accurately  be  distinguished  by  stress  echo 
from  segmental  wall  motion  abnormalities  due 
to  CAD. 

With  the  present  technology,  stress  echo  has 
been  made  easier  to  perform  and  interpret. 
However,  the  interpretation  of  this  study  is  de- 
pendent on  a qualitative  assessment  of  wall 
motion.  Even  forexperienced  cardiologists,  evalu- 
ation of  resting  systolic  function  by  echo- 
cardiography is  often  a difficult  task.  The  ability 
to  perform  a stress  echo  is  even  more  difficult 
and  requires  extensive  experience  in  this  area.  In 
view  of  the  qualitative  nature  of  stress  echo  there 
may  be  a great  deal  of  variability  between  labo- 
ratories. 

In  order  to  evaluate  our  experience,  we  have 
prospectively  followed  every  patient  undergoing 
an  exercise  stress  echocardiogram  in  our  labo- 
ratory for  one  year.  At  the  end  of  that  time  we 
contacted  each  patient  and  inquired  as  to  any 
cardiac  events  (defined  as  cardiac  re- 
vascularization, myocardial  infarction,  and  car- 
diac death)  that  may  have  occurred  during  the 
1 2 months  since  their  stress  echo.  We  began  this 
process  in  November  ofl994andhave  follow-up 
data  through  December  of  1995.  During  that 
time  period,  398  consecutive  patients  had  stress 
echocardiograms,  five  patients  had  suboptimal 
images  (1  .3  percent),  one  patient  died  of  cancer 
three  months  after  the  test  and  one  patient  was 
lost  to  follow-up.  Of  the  remaining  39 1 patients, 
there  were  32  cardiac  events:  27  angioplasties 
or  bypass  surgeries,  five  myocardial  infarctions 
and  no  cardiac  deaths.  For  patients  without 
echocardiographic  evidence  of  exercise  induced 


ischemia,  the  event  rate  was  remarkably  low  with 
a negative  predictive  value  of  97  percent.  This 
included  patients  with  normal  and  abnormal 
resting  left  ventricular  systolic  function.  The  nega- 
tive predictive  value  of  a normal  stress  echo,  i.e. 
normal  resting  systolic  function  and  no  evidence 
for  exercise  induced  ischemia,  was  99  percent. 
These  values  compare  quite  favorably  with  na- 
tionally reported  studies  and  are  very  similar  to 
the  values  reported  for  a negative  perfusion 
study. 12,4 

The  positive  predictive  value  of  an  ischemic 
response  on  the  stress  echo  was  24  percent.  This 
percentage  is  also  similar  to  previously  reported 
values.13  It  should  be  kept  in  mind  that  the 
positive  predictive  value,  while  low,  is  the  predic- 
tive value  of  cardiac  events  and  not  the  predic- 
tive value  for  the  presence  of  coronary  artery 
disease.  There  are  many  patients  with  coronary 
artery  disease  who  are  treated  medically  and  do 
not  have  events.  As  far  as  the  ability  to  detect 
coronary  artery  disease  was  concerned,  60  pa- 
tients with  either  resting  or  exercise  induced  wall 
motion  abnormalities  had  a cardiac 
catheterization  during  the  year  of  follow-up. 
Fifty-two  patients  had  at  least  one  artery  with  a 
> 50  percent  stenosis,  two  patients  had 
non-ischemic  cardiomyopathies  with  an  ejection 
fraction  <30  percent,  and  six  patients  had  insig- 
nificant disease  and  a normal  ejection  fraction. 

When  reviewing  the  results  of  a stress  test  it 
should  be  kept  in  mind  that  no  non-invasive  test 
is  perfect.  A healthy  skepticism  for  the  results  of 
any  form  of  stress  testing  is  very  important.  If  a 
patient  with  multiple  risk  factors  and  a history 
suggestive  of  angina  has  a negative  stress  thal- 
lium or  stress  echo,  the  test  is  probably  in  error. 
In  this  case  we  often  recommend  either  a repeat 
stress  test  with  another  modality  (if  they  have  had 
a negative  thallium  test  we  would  recommend  an 
echo  and  vice  versa  if  they  have  had  a negative 
echo)  or  a cardiac  catheterization.  Similarly,  if  a 
patient  with  few  or  no  risk  factors  and  atypical 
symptoms  has  an  abnormal  test,  we  often  will 
recommend  a repeat  stress  test  using  the  other 
modality.  Additionally,  coronary  disease  is  a 
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complex  process.  It  is  estimated  that  up  to  half  of 
all  myocardial  infarctions  occur  due  to  abrupt 
rupture  of  an  intimal  plaque  that  was  less  then  50 
percent  stenosed  prior  to  the  infarct.  This  type  of 
unstable  plaque  is  not  detectable  by  present 
non-invasive  or  invasive  methods. 

In  conclusion,  while  no  presently  available  form 
of  stress  testing  is  perfect,  stress  echo  is  a viable 
alternative  to  perfusion  imaging.  The  two  mo- 
dalities have  comparable  sensitivities  and  speci- 
ficities and  both  modalities  can  provide  impor- 
tant prognostic  information.  Stress  echo  has 
several  advantages  over  perfusion  imaging  in 
that  it  provides  information  on  cardiac  structure 
and  function  as  well  as  being  less  expensive  and 
more  convenient  for  the  patient. 
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Initial  100  Consecutive  Stereotactic  Core  Breast 
Biopsies  in  a Private  Breast  Center  Setting 

Dennis  R.  Witmer,  M.D.  - Diana  Dickson-Witmer,  M.D.  - Ruben  Teixido,  M.D. 


ABSTRACT 

Background.  Percutaneous  stereotactic  core  biopsy  has  become  an  alternative  to  open  surgical  biopsy. 

Study.  We  report  the  initial  100  consecutive  stereotactic  core  breast  biopsies  performed  in  a private  breast  center 
by  three  surgeons. 

Results.  Of  the  lesions  biopsied,  89  were  benign  and  1 1 were  malignant.  Histologic  agreement  was  found  in  ten 
malignant  and  eight  benign  lesions  that  subsequently  underwent  open  biopsy.  In  one  patient  with  a lesion  read  as 
sclerosing  papilloma  on  stereotactic  core  biopsy,  a subsequent  open  biopsy  undertaken  at  the  pathologist's  urging 
yielded  a low-grade  ductal  carcinoma  in  situ. 

Conclusions.  Stereotactic  core  breast  biopsy  is  safe,  accurate,  cost-effective,  and  minimally  invasive.  It  will,  in 
all  likelihood,  become  the  breast  biopsy  method  of  choice. 


The  American  Cancer  Society  estimates  that  in 
1995,  182,000  new  cases  of  female  breast 
cancer  were  diagnosed  in  the  United  States  and 
46,000  women  died  from  the  disease.'  Each 
year,  approximately  500,000  breast  biopsies 
are  performed  in  this  country,  at  an  annual  cost 
of  $1  .5  billion.2  Percutaneous  stereotactic  core 
biopsy  has  become  an  alternative  to  open 
surgical  biopsy  for  breast  lesions  and  has  proved 
to  be  accurate,  cost-effective,  patient  friendly, 
and  safe.  We  report  the  first  100  consecutive 
cases  using  this  technique  in  Delaware. 


MATERIALS  AND  METHODS 

All  stereotactic  core  breast  biopsies  were 
performed  by  three  surgeons  at  the  Breast 
Center  of  Delaware  utilizing  the  Stereoguide 


Dennis  R.  Witmer,  M.D.,  Diana  Dickson-Witmer,  M.D.,  and  Ruben 
Teixido,  M.D.  are  all  members  of  the  Department  of  Surgery  at  the 
Medical  Center  of  Delaware  in  Wilmington. 


stereotactic  biopsy  table  (LORAD  Corporation, 
Danbury,  CT).  Cores  were  obtained  with  a 14- 
gauge,  22  mm  long  needle  (C.R.  Bard,  Inc, 
Covington,  GA)  fired  from  a spring-loaded  gun 
mounted  on  the  table. 

The  patient  is  placed  in  the  prone  position  on  the 
table  with  the  breast  to  be  biopsied  projecting 
downward  through  an  aperture.  By  reposition- 
ing the  patient  as  necessary  and  rotating  the 
motorized  operative  stage  of  the  table,  all  3601 
of  the  breast  can  be  accessed.  An  initial  scout 
image  is  obtained  to  ensure  that  the  lesion  in 
question  is  centered  in  the  5-cm  x 5-cm 
compression  plate  window.  A pair  of  images  is 
then  obtained  offset  by  15  degrees,  and  all 
images  are  captured  on  a digital  disk  for 
permanent  storage  and  retrieval.  A computer 
calculates  the  x,  y,  and  z coordinates.  A 
motorized  stage  brings  the  needle  to  the 
intersection  of  the  x (horizontal)  and  y (vertical) 
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axes,  leaving  the  surgeon  to  manually  advance 
the  needle  into  the  breast  to  the  precalculated 
depth  (z  axis).  All  coordinates  are  digitally 
displayed  on  the  computer  screen  and 
motorized  operative  stage. 

The  breast  is  prepared  with  povidone-iodine 
(Betadine),  and  a skin  wheal  is  raised  with  two 
percent  lidocaine  with  1:100,000  epinephrine. 
A #1  1 scalpel  blade  is  used  to  nick  the  skin,  and 
the  needle  is  advanced  into  the  lesion.  Prefire 
stereo  images  are  obtained  to  ensure  that  the 
needle  is  properly  aligned.  The  needle  is  then 
fired,  and  a postfire  image  is  obtained  to  be 
certain  that  the  lesion  in  question  was  sampled. 
Up  to  eight  passes  are  made.  A centrally 
postitioned  image  is  taken  after  completion  of 
all  the  passes  to  confirm  a "hit."  Often  lucencies 
representing  tissue  absence  can  be  seen.  In  the 
case  of  a cyst,  the  lesion  disappears.  Specimen 
radiography  is  sometimes  done  to  confirm  the 
presence  of  microcalcifications. 


RESULTS 

From  May  23,  1995,  through  March  7,  1996, 
three  general  surgeons  at  the  Breast  Center  of 
Delaware  performed  100  stereotactic  core 
biopsies  on  89  patients  ranging  in  age  from  30 
to  80  years.  The  mammographic  indications  for 
stereotactic  core  biopsy  are  shown  inTablel;  the 
vast  majority  of  biopsies  (82)  were  performed  for 
a mammographically  detected  mass  or  lesion. 
There  were  89  benign  lesions,  with  fibrocystic 
changes  and  fibroadenoma  predominating 
(Table  2),  and  1 1 malignant  lesions  (Table  3). 

There  were  no  false-positive  results.  Eleven 
lesions  found  to  be  malignant  on  stereotactic 
core  biopsy  were  followed  by  excisional  biopsy, 
excisional  biopsy  and  axillary  dissection,  or 
modified  radical  mastectomy.  It  is  of  note  that 
the  histologic  diagnosis  was  discordant  in  four 
cases  (Table  4)  but  did  not  affect  management. 
Two  atypical  hyperplasias  were  diagnosed,  both 
of  which  were  confirmed  to  be  benign  on  open 
biopsy. 


Table  1.  Mammographic  Indications  for  Stereotactic 

Core  Biopsy 

Mass  or  lesion 

82 

Microcalcifications 

8 

Spiculated  mass 

7 

Cyst 

3 

Total 

100 

Table  2.  Histologic  Diagnoses  for  Benign 

Lesions  on  Stereotactic  Core  Biopsy 

Fibroadenoma 

18 

Fibrocystic  changes 

33 

Hyperplasia 

5 

Atypical  hyperplasia 

2 

Lymph  node 

3 

Normal  breast 

6 

Apocrine  metaplasia 

3 

Fat  necrosis 

4 

Stromal  fibrosis 

3 

Cyst 

8 

Benign  phylloides 
Sclerosing  papilloma 
Radial  scar 

2 

1 

1 

Total 

89 

Table  3.  Histologic  Diagnoses  for  Malignant 

Lesions  on  Stereotactic  Core  Biopsy 

Infiltrating  ductal  carcinoma 
Infiltrating  lobular  carcinoma 

DCIS' 

7 

1 

1 

Infiltrating  tubular  carcinoma 
Infiltrating  ductal  4-  lobular 

1 

carcinoma 

1 

Total 

11 

’ DCIS  = ductal  carcinoma  in  situ 

Table  4.  Discordant  Results  on  Stereotactic  Core 

Biopsy  vs.  Open  Biopsy 

Stereotactic  Core  Biopsy  Open  Biopsy 

Infiltrating  ductal  carcinoma  Infiltrating  tubular  carcinoma 

with  DCIS 

DCIS’  Infiltrating 

ductal  carcinoma 

with  extensive  DCIS 

Invasive  lobular  carcinoma  Infiltrating 

ductal  carcinoma 

Invasive  tubular  carcinoma  Infiltrating 

ductal  carcinoma 

DC/S  = ductal  carcinoma  in  situ 
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Six  lesions  found  to  be  benign  on  stereotactic 
core  biopsy  were  subjected  to  open  biopsy 
because  the  surgeon  was  not  comfortable  with 
the  diagnosis  based  on  the  lesions' 
mammographic  appearance.  All  of  these 

lesions  were  confirmed  to  be  benign  on  open 
biopsy. 

One  lesion  found  to  be  sclerosing  papilloma  on 
stereotactic  core  biopsy  underwent  open  biopsy 
at  the  recommendation  of  the  pathologist. 
Open  biopsy  yielded  a low-grade  ductal 
carcinoma  in  situ  (DCIS). 

Eight  patients  were  deemed  suitable  for 
stereotactic  core  biopsy  but  were  unable  to 
undergo  the  procedure  for  various  reasons 
(Table  5).  They  were  not  included  in  the  89 
patients  in  this  series.  There  were  no 
complications. 


DISCUSSION 

The  first  report  of  the  use  of  stereotactic 
principles  to  perform  breast  biopsies  was  from 
Sweden  in  1977.3-4  In  the  United  States,  Parker 
et  al  performed  the  first  stereotactic  core  breast 
biopsy  in  1 988  and  later  popularized  the  use  of 
a spring-loaded  core  "gun."5’7 

At  least  two  series  of  1 00  or  more  consecutive 
stereotactic  core  biopsies  followed  by  open  wire 
localization  excisional  biopsy  have  . been 
published.8,9  Elvecrog  etal  reported  a histologic 
agreement  of  94  percent  between  the  two 
techniques.8  Parker  et  al  found  a histologic 
agreement  of  96  percent  in  102  patients 
subjected  to  both  methods.9 

The  largest  published  series  of  stereotactic  core 
breast  biopsies  included  6,152  breast  lesions 
from  20  institutions.10  Of  these,  1 ,363  lesions 
were  subsequently  excised.  These  investigators 
reported  a cancer  miss  rate  of  1 .5  percent, 


Table  5.  Reasons  That  Stereotactic  Core  Biopsy 
Could  Not  Be  Performed 

Eight  patients  (not  included  in  89  patients  in  series) 
Lesion  disappeared  with  additional  compression  (1 ) 

■ Cysts  that  disappeared  when  needle  was  placed  (1 ) 
• Patient  over  weight  limit  (1 ) 

■ Lesion  too  close  to  chest  wall  (1 ) 

■ Lesion  not  visualized  on  stereoimages  (follow-up 
mammogram)  (4) 


which  compares  favorably  with  open  biopsy 
cancer  miss  rates  of  0.2  percent  to  20 
percent.2,1 118 

Stereotactic  core  breast  biopsy  is  performed 
predominantly  for  nonpalpable, 

mammographically  detected,  indeterminate 
lesions.  (Disposable,  hand-held  core  biopsy 
guns  are  available  for  palpable  lesions.)  For 
mammographically  benign  nodules  in  patients 
unable  to  psychologically  tolerate  the  presence 
of  a breast  lesion,  stereotactic  core  biopsy  offers 
histologic  confirmation  of  benignity.  Further- 
more, for  patients  whose  lesion  is  most  likely 
malignant,  stereotactic  core  biopsy  offers 
histologic  diagnosis  on  which  mastectomy  or 
lumpectomy  and  axillary  dissection  can  be 
offered  as  a single  procedure. 

The  use  of  stereotactic  breast  biopsy  for 
microcalcifications  is  controversial.  We  have 
begun  to  use  it  in  suspicious  microcalcifications 
associated  with  a mass  (density)  or  in  areas  of 
multiple  microcalcifications  where  it  will  leave 
enough  of  the  microcalcifications  behind  to 
make  needle-localization  excisional  biopsy 
possible  if  needed  later.  Certain  types  of 
microcalcifications  are  not  amenable  to  this 
technique,  for  example,  those  not  associated 
with  a mass  and  those  that  are  few  in  number.  In 
this  series,  stereotactic  core  biopsy  was 
performed  in  only  eight  cases  of 
microcalcifications. 
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Any  lesion  with  atypical  ductal  hyperplasia  on 
stereotactic  core  breast  biopsy  must  undergo 
needle-localization  excisional  biopsy,  as  a 
malignancy  rate  of  up  to  50  percent  has  been 
reported  in  these  lesions.19  Liberman  et  al 
reported  on  21  such  cases  in  which  11  (52 
percent)  showed  carcinoma.19 


ADVANTAGES 

Stereotactic  core  breast  biopsy  offers  many 
advantages  over  open  biopsy.  It  can  be  done  at 
the  initial  contact  with  the  patient.  There  is  no 
need  for  the  patient  to  go  to  a separate  facility  or 
undergo  radiologic  needle/wire  localization. 
This  technique  usually  takes  less  time  than  open 
biopsy,  utilizing  a 2-  to  3-mm  skin  incision  that 
heals  and  resolves  without  parenchymal  or 
cutaneous  cicatrization  that  may  make  subse- 
quent mammographic  interpretation  difficult, 
confusing,  or  misleading.  It  is  definitely  less 
painful  to  the  patient.  In  addition,  the  patient 
can  return  to  work  on  the  same  day  or  the  next 
day,  and  depending  on  the  laboratory  used,  a 
diagnosis  can  be  obtained  in  one  to  three  days 
versus  five  to  seven  days  for  open  biopsy,  which 
significantly  reduces  patient  anxiety.  Further- 
more, this  technique  yields  histologic  rather  than 
cytologic  diagnosis.  Since  stereotactic  core 
breast  biopsy  is  reliable  and  accurate,  definitive 
cancer  procedures  can  be  performed  as  a single 
subsequent  operation.  Because  the  cost  of 
stereotactic  core  biopsy  is  one-third  to  one-half 
that  of  hospital-based  procedures,  a national 
savings  of  $200  million  has  been  estimated  with 
the  use  of  stereotactic  biopsy  instead  of  open 
surgical  biopsy.20,21 

Complications  are  few.  Of  3,765  patients 
available  for  follow-up,  Parker  et  al.  reported 
only  six  complications  (0.2  percent),  defined  as 


those  needing  additional  surgical  procedures.10 
These  comprised  three  hematomas  requiring 
surgical  drainage  and  three  infections  needing 
drainage  and/or  antibiotics.  There  were  no 
complications  in  our  patients. 


DISADVANTAGES 

Some  lesions  are  technically  inaccessible,  such 
as  those  located  too  close  to  the  chest  wall  or 
too  high  in  the  axilla.  Some  breasts  are  too  thin, 
and  some  patients  exceed  the  weight  tolerance 
of  the  table.  The  hardware  and  software  are 
expensive  (in  the  range  of  $200,000), 
particularly  for  small  private  practices.  Further- 
more, a certified  radiologic  technologist  is 
required. 

Additional  radiation  dosage  is  needed.  A 
typical  mammogram  requires  approximately 
250  cGy  to  each  breast.  A single  stereoview  is 
approximately  1 75  to  200  cGy,  but  a minimum 
of  eight  images  are  needed.  However,  if  one 
considers  the  future  radiation  exposure  required 
to  "follow"  lesions  not  biopsied,  the  totals  are 
comparable. 

Time  and  effort  are  required  to  master  this 
technique,  but  the  "learning  curve"  is  short  and 
flat. 


CONCLUSIONS 

Stereotactic  core  biopsy  is  a safe,  accurate,  and 
reliable  method  of  breast  biopsy.  It  greatly 
benefits  the  patient  and  has  a lower  cost.  It  may 
very  well  become  the  preferred  tissue  sampling 
technique  for  mammographically  detected 
lesions. 
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Communications  Department  - DMJ 

P.O.  Box  5322,  Princeton,  NJ  08543-5322  I 


EDITORIAL 


Complex  Issues 

E.  Wayne  Martz,  M.D. 


The  News  Journal  of  Dec  1 8 cited  an  article  in 
the  New  England  Journal  of  Medicine  (NEJM)as 
saying  that  over  six  percent  of  people  who  un- 
dergo open  heart  surgery  have  resulting  brain 
damage,  such  as  memory  loss.  That  was  techni- 
cally correct,  though  much  of  the  damage  cor- 
rects itself  over  time.  The  NEJM  article  went  on  to 
point  out  that  patients  with  overt  neurologic 
damage  (e.g.  little  stroke,  sensory  loss,  etc)  have 
a mortality  rate  of  over  20  percent.  Those  with 
more  subtle  damage  (confusion,  judgment  de- 
fects) have  a mortality  rate  of  around  ten  per- 
cent, and  those  with  no  neurologic  damage,  a 
mortality  rate  of  around  two  percent.  A mortality 
rate  of  20  percent  is  virtually  unacceptable  ex- 
cept as  a last  ditch  life  saving  effort,  so  the  article 
went  on  to  try  to  define  predictors  of  neurologic 
damage.  They  came  up  with  factors  such  as 
hypertension,  alcoholism  and  previous  neuro- 
logic disorders.  Clearly,  careful  screening  of 
patients  before  surgery  is  essential. 

At  least  as  worthy  of  citation  by  this  reviewer,  and 
of  public  discussion,  was  another  article  in  the 
same  issue  of  NEJM  which  compared  myocar- 
dial infarction  treated  by  family  doctors  with 
similar  infarcts  treated  by  cardiologists.  The 
mortality  rate  was  12  percent  higher  for  family 
physicians.  However  the  cardiologists  were  more 
expensive,  did  more  tests  and  studies  and  or- 
dered more  expensive  medications.  This  of  course 
raises  a number  of  unanswerable  questions. 
Who  will  care  for  the  heart  attacks?  Which  is  the 


real  bottom  line,  survival  or  cost?  We  are  really 
talking  about  aggressive  therapy  versus  routine 
therapy,  but  were  the  resources  really  available 
to  the  family  doctors  to  pursue  aggressive 
therapy.  The  family  doctor  who  realizes  he  is 
losing  the  patient  will  usually  get  a consultation 
if  one  is  available,  so  maybe  that  was  not  an 
option.  Was  it  lack  of  knowledge  and  skill,  or  a 
difference  in  philosophy?  I recall  a close  per- 
sonal friend,  pulled  back  from  the  brink  by 
heroic  measures,  only  to  spend  the  next  three 
years  (his  last)  in  a wheel  chair  on  oxygen,  a 
quality  of  life  most  of  us  would  not  opt  for. 

I was  involved  in  a program  in  1 965,  testing  the 
concept  of  a Stroke  Intensive  Care  Unit,  based 
on  the  success  of  coronary  care  units.  We  found 
that  indeed  we  could  save  more  patients.  Unfor- 
tunately the  extra  ones  saved  were  the  ones  with 
the  greatest  brain  damage.  The  harder  we 
worked,  the  worse  off  we  were.  We  eventually 
decided  to  content  ourselves  with  more  inten- 
sive rehabilitation  for  those  with  a bit  less  dam- 
age. Probably  it  would  work  out  better  today, 
with  clot  removal,  bleeding  control  and  meta- 
bolic measures  to  control  spasm  and  edema, 
but  that  is  just  minimizing  the  brain  damage  in 
the  first  place. 

So  even  straightforward  reporting  of  seemingly 
simple  projects  may  not  give  the  answers  we 
really  need. 
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TAM  Consulting  Associates,  Inc. 

Information  Management  Services 

OUR  MISSION: 

TO  HELP  YOU  WORK  SMARTER 
NOT  HARDER 


DOES  THE  THOUGHT  OF  SELECTING 
NEW  TECHNOLOGY  FOR  YOUR  PRACTICE 
SEND  CHILLS  DOWN  YOUR  SPINE??? 


ARE  YOU  SURE  YOUR  CURRENT 
AUTOMATION  VENDOR  IS 
GIVING  YOU  THE  BEST  DEAL??? 


WE  CAN  HELP  !!! 


Our  services  include: 

• Development  of  a Strategic  Information  Systems  Plan  that  will  help  identify  and  meet 

your  practice's  future  automation  objectives  and  directions. 

• Assessment  of  the  offices  current  operational  environment. 

• Evaluation  and  selection  of  technology  solutions  and  cost  effective  improvements. 

• Review  and  negotiation  of  hardware  and  software  system  acquisitions  and  support  contracts. 

• Provide  technology  and  data  management  on  an  outsourced  basis. 


Give  us  a call  today  !!! 
(302)425-5560 


TAM  Consulting  Associates,  Inc. 

1701  Augustine  Cut-Off,  Suite  14  • Wilmington,  DE  19803 
Thomas  A.  Mieszala  - President 


LEGAL  COMMENTARY 


How  Much  Should  Physicians  Worry  About  Antitrust? 


Laura  Sunstein  Murphy,  Esquire 


PHYSICIANS  FIGHT  BACK 

You  hear  it  all  the  time  - Why  can't  we  form  a 
mega  group  to  level  the  playing  field  with  the 
insurance  companies  who  want  to  squeeze  us 
out  of  business?  You've  formed  larger  group 
practices,  IPAs  and  PHOs  and  POs  and  MSOs. 
You  no  longer  sign  third  party  payer  agreements 
without  reading  them.  You  no  longer  give  the 
insurance  companies  carte  blanche  to  pay  you 
with  whatever  crumbs  they  now  deign  to  throw 
your  direction.  Physicians,  for  the  first  time  in 
history,  are  joining  unions.  Enough  is  enough. 
It's  time  to  fight  back. 


ANTITRUST  PER  SE  OFFENSES 

Everyone  knows  that  you  can't  discuss  price 
issues  with  your  competitors  - that  is  one  of  the 
foundations  of  antitrust  law  - price  fixing  among 
competitors  is  a per  se offense.1  You  can  discuss 
price  issues  only  with  the  members  of  your  group 
practice  (those  physicians  who  are  not  your 
competitors)  or  with  those  individual  payers  with 
whom  you  contract  to  render  services.  You  know 
that  you  can't  discuss  "not  signing"  or  "signing"  a 
contract  with  your  competitors  - that's  another 
foundation  of  antitrust  law  - group  boycotts  are 
per  se  offenses.2 


Laura  Sunstein  Murphy,  Esquire,  is  a partner  in  Morris,  James, 
Hitchens  & Williams  Health  Law  Group. 


COMPETITION  IN  DELAWARE  UNDER 
MANAGED  CARE 

Delaware  physicians  and  hospitals  are  surpris- 
ingly well  positioned  with  respect  to  competition. 
Unlike  those  who  attempt  to  practice  in  super- 
saturated markets  - which  are  as  close  to  Wilm- 
ington as  the  city  of  Philadelphia,  with  its  plethora 
of  hospitals  and  physicians  - Delaware  physi- 
cians can  generally  practice  from  their  one  or 
two  offices  in  the  state,  and  patients  who  are  not 
restricted  by  a managed  care  contract  can  choose 
to  receive  services  from  among  most  physicians 
in  the  state.  But  many  of  the  practicing  physicians 
in  the  State  of  Delaware  have  been  witness  to  the 
fact  that  the  managed  care  companies  which 
were  so  eager  to  sign  up  everyone  when  they  first 
entered  the  state  a few  years  ago,  are  now 
limiting  their  panels  and  offering  decreased  re- 
imbursement to  many  of  their  providers. 


QUALITY  CONCERNS 

Traditionally,  the  marketplace  has  coped  re- 
markably well  with  the  issues  of  quality  of  service 
and  products.  If  a service  provider  or  manufac- 
turer produced  poor  quality,  no  one  would  buy 
the  product,  and  eventually  the  provider  or  manu- 
facturer would  either  go  out  of  business  or 
improve  its  quality.  The  health  care  industry  is  an 
anomaly  in  this  respect.  One  tier  of  purchasers 
involved  in  the  delivery  of  health  care  - the 
employers  - are  hoping  to  keep  down  the  costs 
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of  their  employee  health  insurance.  They  con- 
tract with  a second  tier  of  health  care  delivery 
purchasers  - private  third  party  payers  - who 
also  want  to  keep  the  costs  of  the  delivery  of 
health  care  services  down  and  their  profits  up.  At 
their  best,  third  party  payers  keep  costs  of  provid- 
ing health  care  down  by  contracting  with  provid- 
ers who  can  deliver  efficient  medical  care  at  a 
reasonable  rate  of  reimbursement.  They  keep 
costs  down  - at  their  worst  - by  denying  care  or 
forcing  patients  to  receive  care  at  sites  far  from 
their  homes  or  places  of  business,  by  negotiating 
bottom-of-the-barrel  rates  with  distant  provid- 
ers. The  third  party  payer  marketplace  has  failed 
to  police  the  quality  of  care  issues,  and  the 
federal  and  state  legislatures  have  had  to  pass 
laws  mandating  minimum  lengths  of  stay  for 
certain  procedures.  This  is  a piecemeal  process. 
Does  the  legislature  have  to  step  in  to  mandate 
quality  of  care,  procedure  by  procedure,  body 
part  by  body  part?  Or  should  the  treating  physi- 
cians throughout  the  country  be  given  back  the 
power  to  decide  what  treatment  and  care  their 
patients  should  receive? 

If  the  answer  to  this  second  question  is  "yes",  why 
not  band  together  and  fight?  The  problem  is  that 
you  cannot,  under  the  federal  antitrust  laws, 
band  together  with  other  physicians  to  fight  if  you 
are  still  competitors,  or  if  merging  your  practices 
would  give  you  monopoly  power  for  the  types  of 
services  you  provide  in  the  geographic  market 
from  which  you  derive  your  patients. 


ANTITRUST  ENFORCEMENT  ACTIVITIES 

The  United  States  Federal  Trade  Commission 
(FTC)  and  the  Department  of  Justice  (DOJ), 
[along  with  states'  attorneys  general]  have  the 
responsibility  to  enforce  federal  [and  state]  anti- 
trust law.  Perhaps  you  have  heard  about  the 
enforcement  activities  against  the  IPA  in  Danbury, 
Connecticut  and  the  PHO  in  Baton  Rouge.  Those 
networks  were  formed  of  competitors,  who  did 
not,  and  indeed  would  not  have  been  permitted 
to  merge  their  practices,  because  they  would 
have  had  monopoly  power  if  they  had  attempted 


to  merge.  In  the  Danbury  case,  the  IPA  entered 
into  a consent  decree  with  the  enforcement 
agencies  which  restricted  physician  competitors 
from  discussing  price  terms  or  whether  or  not  any 
of  them  had  signed  or  refused  to  sign  a particular 
contract.  The  IPA  was  permitted  to  operate  as  a 
"messenger  model"  oras  a fully  integrated  "Quali- 
fied Managed  Care  Plan",  which  would  meet  the 
qualifications  of  the  Statement  No.  8 "safety 
zone"  of  the  joint  FTC  and  DOJ  Statements  of 
Enforcement  Policy  in  Health  Care  ("Statements"), 
the  latest  revision  of  which  was  published  in 
August  1996.  The  Baton  Rouge  PHO  agreed  to 
similar,  yet  more  stringent  restrictions  on  its 
operations. 


SOME  CAUSE  FOR  OPTIMISM 

Most  of  you  have  realized  by  now,  as  have  the 
FTC  and  DOJ  after  a few  years  of  watching  the 
"messenger  model"  in  action,  that  it  is  a cumber- 
some process.  Under  the  earlier  "messenger 
model"  formulations,  a third  party  would  act  as 
a sort  of  carrier  pigeon,  shuttling  offers  of  the 
third  party  payers  to  individual  physicians  in  an 
IPA  or  PHO,  and  shuttling  back  acceptances 
from  the  individual  physicians  or  counteroffers 
from  the  individual  physicians.  The  third  party 
messenger  was  not  permitted  to  reveal  to  other 
physicians  whether  or  not  a particular  physician 
had  accepted  an  offer,  and  what  price  the  phy- 
sician had  accepted. 

The  DOJ  and  FTC  have  revised  the  Statements 
and  recent  business  review  letters  and  advisory 
opinions  from  those  government  agencies  giving 
physicians  and  other  competitors  in  the  health 
care  arena  some  reason  to  be  more  optimistic 
regarding  their  ability  to  deal  with  the  problems 
caused  by  the  shift  in  the  health  care  financing 
marketplace  from  indemnity  products  to  man- 
aged care  arrangements. 

A recent  FTC  advisory  opinion  letter  regarding 
Southwest  Florida  Oral  Surgery  Associates  (De- 
cember 2,  1996)  rendered  a favorable  opinion 
to  an  organization  of  dentists  in  Florida,  who 
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would  jointly  market  their  services  to  employers, 
managed  care  plans  and  other  payers.  Each 
dental  practice  engaged  in  group  purchasing, 
joint  marketing,  and  sharing  of  medical  informa- 
tion systems.  Each  practice  will  continue  to  oper- 
ate individually  and  to  provide  its  own  claims 
processing  and  other  administrative  functions. 
The  dental  group  will  not  provide  utilization 
review  or  quality  assurance  monitoring  of  its 
members.  It  will  employ  "the  messenger  model" 
to  solicit  third  party  payer  and  managed  care 
contracts.  The  "messenger  model"  which  this 
group  plans  to  use  will  designate  an  employee  of 
one  of  the  dental  groups  as  a "marketing  repre- 
sentative" who  will  seek  to  locate  insurers,  man- 
aged care  plans,  and  third  party  payers  which 
desire  to  negotiate  with  one  or  more  of  the 
dental  practices.  The  marketing  representative 
will  serve  as  a conduit  for  communication  be- 
tween the  dentists  and  the  third  party  payers. 

A DOJ  business  review  letter  regarding  Cincin- 
nati Regional  Orthopaedic  and  Sports  Medicine 
Associates,  Inc.,  issued  October  4,  1 996,  exam- 
ined a non-exclusive  physician  network  joint 
venture  comprised  of  35  percent  of  the  ortho- 
paedic surgeons  who  competed  in  the  region,  to 
jointly  contract  with  managed  care  plans  and 
other  third  party  payers.  Because  their  associa- 
tion would  not  create  a monopoly,  it  involved 
significant  risk-sharing  among  the  member  phy- 
sicians, it  included  utilization  review  and  quality 
assurance  monitoring,  it  established  safeguards 
on  the  flow  of  information  among  its  physician 
members,  and  it  showed  signs  of  having  cost 
lowering  pro-competitive  effects,  the  DOJ  issued 
a favorable  review  letter,  finding  thatthe  network's 
intent  was  to  improve  efficiency  in  the  delivery  of 
health  care  services  in  the  market. 


HOW  YOU  CAN  SHARE  SOME  PRICING 
INFORMATION 

Statement  No.  5 of  the  DOJ  and  FTC  Statements 
provides  a safety  zone  for  providers'  collective 
provision  of  fee-related  information  to  purchas- 


ers of  health  care  services.  Statement  No.  5 
states  that: 

"providers'  collective  provision  to  pur- 
chasers of  Health  Care  Services  of  fac- 
tual information  concerning  the  provid- 
ers' current  or  historical  figures  or  other 
aspects  of  reimbursement,  such  as  dis- 
counts or  alternative  reimbursement 
methods  accepted  (including  capitation 
arrangements,  risk  withhold  fee  arrange- 
ments, or  use  of  all  inclusive  fees),  is 
unlikely  to  raise  significant  antitrust  con- 
cern and  will  not  be  challenged  by  the 
Agencies,  absent  extraordinary  circum- 
stances." 

In  order  to  qualify  for  this  safety  zone,  the 
following  criteria  must  be  met: 

(1)  The  collection  of  information  must  be  man- 
aged by  a third  party,  that  is,  a purchaser, 
government  agency,  health  care  consultant, 
academic  institution,  or  trade  association; 

(2)  Current  fee-related  information  may  be  pro- 
vided to  purchasers,  but  any  information  that  is 
shared  among  or  available  to  competing  pro- 
viders furnishing  the  data  must  be  more  than 
three  months  old;  and 

(3)  For  any  information  that  is  available  to  the 
providers  furnishing  the  information,  there  must 
be  at  least  five  providers  reporting  data  upon 
which  each  statistic  is  based,  no  individual 
provider's  data  may  represent  more  than  25 
percent  on  a weighted  basis  of  that  statistic,  and 
any  information  disseminated  must  be  suffi- 
ciently aggregated  so  that  it  will  not  allow 
recipients  to  identify  the  prices  charged  by  any 
individual  provider. 

Statement  No.  6 of  the  FTC  and  DOJ  Statements 
provides  a safety  zone  for  provider  participation 
in  exchanges  of  price  and  cost  information.  The 
FTC  and  DOJ  have  realized  that  if  competitors 
participate  in  surveys  of  prices  for  health  care 
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services,  or  in  surveys  of  salaries,  wages  or 
employee  benefits,  such  participation  does  not 
necessarily  raise  antitrust  concerns,  and,  in  fact, 
surveys  can  have  a significant  benefit  for  health 
care  consumers.  Providers  can  use  surveys  to 
price  their  services  more  competitively  and  to 
offer  compensation  which  attracts  highly  quali- 
fied personnel.  Statement  No.  6 provides  a 
safety  zone  with  appropriate  safeguards  to  avoid 
horizontal  collusion  among  competitors  regard- 
ing price. 

The  Statement  explains  that  the  safety  zone  was 
drafted  to  insure  that  an  exchange  of  price  or 
cost  data  is  not  used  by  competing  providers  to 
discuss  or  coordinate  provider  prices  or  costs.  It 
represents  a careful  balancing  of  a provider's 
individual  interest  in  obtaining  information  which 
will  be  useful  to  ad|ust  the  prices  it  charges  or  the 
wages  it  pays  in  response  to  changing  market 
conditions  against  the  risk  that  the  exchange  of 
this  information  may  permit  competing  providers 
to  communicate  with  each  other  regarding  a 
mutually  acceptable  level  of  prices  for  health 
care  services  or  compensation  for  employees. 

Obviously,  the  safety  zones  for  exchanges  of 
price  and  cost  information  must  not  be  used  as 
a shield  for  naked  horizontal  agreements  on 
prices,  which  are  still  per  se  illegal. 

To  qualify  for  the  safety  zone  of  provider  partici- 
pation in  written  surveys  of  prices  for  health  care 
services  or  wages,  salaries  or  benefits  of  health 
care  personnel,  the  following  conditions  must  be 
met: 

(1 ) The  survey  must  be  managed  by  a third  party, 
a purchaser,  government  agency,  health  care 
consultant,  academic  institution,  or  trade  asso- 
ciation; 

(2)  The  information  which  is  provided  by  the 
survey  participants  must  be  based  on  data  which 
is  more  than  three  months  old;  and 

(3)  There  must  be  at  least  five  providers  reporting 
data  upon  which  each  disseminated  statistic  is 


based,  no  individual  provider's  data  may  repre- 
sent more  than  25  percent  on  a weighted  basis 
of  that  statistic,  and  any  information  dissemi- 
nated must  be  sufficiently  aggregated  so  that  it 
will  not  allow  recipients  to  identify  the  prices 
charged  or  compensation  paid  by  any  particular 
provider. 


UNIONS 

What  about  unions?  The  President  of  the  Phila- 
delphia Medical  Society  is  endorsing  a union. 
Many  podiatrists  have  formed  or  joined  a union. 
Union  representatives  have  contacted  physicians 
in  Delaware.  One  union  offers  to  help  physicians 
evaluate  and  negotiate  with  third  party  payers, 
while  still  maintaining  the  mien  of  the  messenger 
model. 

Robert  Pitofsky,  Esquire,  Chairman  of  the  FTC, 
and  Gail  Kursh,  Esquire,  Chief  of  the  DOJ  Health 
Care  Section,  were  asked  at  the  National  Health 
Lawyers  Association  Antitrust  Seminar  in  Wash- 
ington, D.C.  in  February  1997,  whether  physi- 
cians could  join  a union  to  help  "level  the  playing 
field"  with  the  insurance  companies.  Their  re- 
sponses were  predictable.  So  long  as  physicians 
were  not  "employees"  in  the  sense  that  automo- 
bile workers  are  employees  of  the  automobile 
manufacturers,  physicians  could  not  join  or  form 
unions  which  could  take  collective  actions  in  the 
traditional  sense  of  unions  in  this  country.  Physi- 
cians who  work  for  a hospital  system  as  employ- 
ees could  conceivably  form  or  join  a union 
relating  to  their  working  conditions  at  that  par- 
ticular hospital  system. 

But  physician  employees  of  hospital  systems  are 
generally  not  the  ones  who  are  clamoring  about 
the  unions.  It  is  the  independent  physicians  and 
physician  groups  who  are  most  vocal  about 
unions  and  who  are  wondering  out  loud  as  to 
whether  to  join  or  not. 

This  author  has  examined  documentation  from 
one  national  physician  union.  It  offers  the  joiner 
the  opportunity  to  participate  in  its  messenger 
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model  network  and  utilize  the  expertise  of  its 
analysts  in  deciding  whether  to  sign  a particular 
contract  or  not.  Additionally,  the  union  offers 
certain  group  purchasing  opportunities.  What  it 
does  not  offer  is  an  integrated  risk-sharing  ar- 
rangement which  can  take  concerted  action 
under  the  antitrust  laws.  Nor  does  it  offer  the 
availability  of  the  "labor"  exception  to  the  anti- 
trust laws,  because  it  is  clear  that  the  physicians 
who  join  the  union  are  not  "employees". 


WHAT  YOU  CAN  DO 

The  news  is  not  all  bleak.  Here  are  some  sugges- 
tions as  to  what  you  can  do  if  you  want  to  take 
positive  action  with  more  clout  than  what  you  as 
an  individual  or  your  group  practice  alone  can 
deliver. 

(1)  Form  a multi-specialty  group.  Merge  your 
practice  with  others  who  do  not  compete  with 
your  specialty  area.  You  may  want  a courtship 
period,  followed  by  a complete  merger.  You 
must  be  comfortable  with  all  the  physicians  with 
whom  you  merge.  Remember,  if  you  merge,  you 
must  share  substantial  financial  risk  among  all 
shareholders  in  the  new  practice.  And  you  must 
merge  in  order  to  achieve  efficiencies  and  to 
deliver  new  products  and  services  which  you 
were  not  able  to  deliver  before  the  merger.  The 
merger  cannot  be  a "sham". 

If  you  do  merge,  you  must  be  prepared  to  take 
these  bold  steps.  The  merger  documents  should 
be  meticulously  planned  and  must  spell  out  what 
happens  in  the  event  of  a "divorce".  You  might 
want  to  craft  a two  or  three  level  "divorce" 
process,  which  would  have  different  conse- 
quences to  the  shareholders,  depending  upon  at 
what  stage  the  "divorce"  takes  place. 


(2)  Form  a group  purchasing  organization  or 
MSO  with  some  of  your  local  competitors  and 
colleagues  to  reduce  your  overhead,  and  adhere 
strictly  to  the  messenger  model  for  entering  into 
contracts  with  third  party  payers.  Remember,  the 
Statements  and  recent  advisory  opinions  and 
business  review  letters  allow  more  flexibility  in 
contracting  arrangements. 

(3)  Join  or  form  a national  or  regional  network  of 
physicians  in  your  specialty  area.  The  network 
should  not  include  other  local  physicians  in  your 
own  specialty  area  if  the  total  percentage  of 
physicians  who  practice  your  specialty  in  your 
catchment  area  who  are  members  of  the  group 
would  be  greater  than  30  percent.  Make  sure  the 
network  adheres  to  the  DOJ/FTC  "safety  zone" 
requirements  for  physician  networks. 

(4)  Keep  your  eyes  on  the  future  and  remember 
that  your  patients  may  be  some  of  your  strongest 
advocates.  Patients  will  always  need  treatment. 
When  they  are  ill,  they  may  be  the  least  able  to 
advocate  for  themselves  and  their  medical  treat- 
ment, but  you  may  be  able  to  help  them  find  their 
voices. 


REFERENCES 

1 . 15  U.S.C..  §1  . If  competitors  agree  on  price,  such 
action  is  usually  considered  "price  fixing".  See  the  semi- 
nal case  of  Arizona  v.  Maricopa  Medical  Society , 45 7 
U.S.  332  (1  982),  a U.S.  Supreme  Court  decision  which 
held  competitors  could  not  legally  agree  on  even  mini- 
mum prices. 

2.  15  U.S.C.  §1.  See  Northern  Pacific  Railway  Co.  v. 
United  States , 356  U.S.  1,  5 (1958),  a U.S.  Supreme 
Court  case  which  stated  that  some  agreements  have 
such  a pernicious  effect  on  competition  and  are  so 
lacking  in  any  redeeming  virtue  that  they  are  conclu- 
sively presumed  to  be  unreasonable  and  illegal.  Among 
these  practices  are:  price  fixing,  division  of  markets, 
group  boycotts  and  tying  arrangements.  Communicat- 
ing to  competitors  that  they  should  not  sign  a particular 
agreement  could  be  considered  participation  in  a group 
boycott. 
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William  J Wier  Jr  announces  that 

HE  HAS  RELOCATED  HIS  LEGAL  PRACTICE 
TO: 


55  Indian  Field  Road 
Wilmington,  DE  19810 

Telephone  and  Fax  Number 
(302)475-6751 


He  will  continue  to  offer  representa- 
tion IN  CONNECTION  WITH  ANY  MATTERS, 
INCLUDING  LITIGATION,  IN  THE  AREA  OF 

Health  Care.* 


’ The  Del  aw  ah  e Supreme  Court  Tas  requirecT  t/te  followiNq 
disclA/MER:  LisriNq  of  areas  of  practice  doss  nor  represent 
officiAl  CERTifiCATiON  AS  A SpECIAliST  IN  rhoSE  AREAS. 


K§ntmere 

A Not-for-profit 

Community  Nursing  Care  Center 

Love.  Compassion.  Companionship. 

Creative  activity.  A warm  comfortable 
homelike  atmosphere  for  hundreds  of 
men  and  women  since  1901.  Skilled  and 
Intermediate  Care.  Special  Care  for 
Alzheimer's  patients. 

We're  Medicaid  and  Medicare 
approved.  When  you  need  a nursing 
care  center  for  one  of  your  patients, 
consider  Kentmere.  For  information 
call  Yvonne  Dinneen  at  302/652-331 1. 

Operated  by  The  Home  ofMerciful  Rest  Society,  Inc. 


A Caring  Environment 
Since  1901 


1900  Lovering  Avenue 


Wilmington,  Delaware 


Christiana 


Private  Bankers 
For  Physicians 


Greenville  Center 


3801  Kennett  Pike 


Greenville,  DET9807 


A FROEKSSR 
TO  PERSONAL,  COMMERCIAL 
AND  PRACTICE  FINANCING 


Please  Call: 

Bob  Elder,  President 


Member 

FDIC 


’42i°5)i 


t=r 
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COVERAGE  OF  CERTAIN  SURGICAL 
INTERVENTIONS  FOR  TREATMENT  OF 
BREAST  CANCER 

According  to  Blue  Cross  Blue  Shield  of  Illinois, 
concerns  have  been  expressed  to  the  Health  Care 
Financing  Administration  (HCFA)  that  efforts  at 
cost  containment  may  be  resulting  in  women  being 
required  to  receive  surgical  procedures  on  an 
outpatient  basis  in  circumstances  when  such 
treatment  is  inappropriate.  Concerns  have  also 
been  expressed  to  HCFA  about  premature 
discharges  for  inpatient  procedures. 

HCFA  has  reviewed  the  available  medical 
literature  and  concluded  that  caution  is  warranted 
in  performing  mastectomies  or  lymph  node 
dissections.  For  many  Medicare  beneficiaries, 
advanced  age,  increase  risk  of  post-surgical 
complications,  presence  of  significant  comorbidity, 
impaired  functional  status,  and  lack  of  social 
support  may  put  them  at  increased  risk  if  this 
surgery  is  performed  in  an  outpatient  setting  or 
with  insufficient  hospital  length-of-stay.  The  more 
extensive  the  surgical  intervention  (e.g.,  radical 
mastectomy),  the  more  likely  the  patient  is  to  be  at 
increased  risk  from  the  procedure  in  the  outpatient 
setting  or  from  shortened  length-of-stays.  Given 
the  current  available  evidence,  it  is  not  acceptable 
practice  for  providers  or  physicians  to  apply 
Medicare  coverage  policies  indiscriminately  to  all 
beneficiaries  by  mandating  surgical  interventions 
for  treatment  of  breast  cancer  in  an  outpatient 
setting  or  establishing  a maximum  length  of  an 
inpatient  stay. 

HCFA  neither  is  requiring  that  all  procedures  be 
performed  on  an  inpatient  basis,  nor  is 
establishing  a minimum  length-of-stay.  In  certain 
circumstances,  with  carefully  selected  patients, 
and  outpatient  setting  or  limited  hospital  stay  may 
be  appropriate.  However,  these  practices  may 
only  be  used  when  they  have  been  determined  to 
be  appropriate  by  the  patient  and  the  patient's 
physician,  after  assessment  of  the  individual 
circumstances. 


1 998  INTERNATIONAL  CONFERENCE  ON 
PHYSICIAN  HEALTH 

The  American  Medical  Association  and  the  Canadian 
Medical  Association  are  sponsoring  the  1 998  Inter- 
national Conference  on  Physician  Health.  The  con- 
ference dates  a re  April  29, 1 998  - May  2, 1998. 

Abstract  and  registration  information  can  be  obtained 
by  contacting  ElaineTejcek,  Project  Manager  at  31  2- 
464-5073  (tel),  elaine_tejcek@ama-assn.org 
(e-mail), or  31  2-464-584  1 (fax). 


PETER  S.  HUANG,  M.D. 

Some  members  of  our  Medical  Society  have  been 
in  touch  with  Dr.  Peter  S.  Huang  whom  many  of 
you  remember  as  one  of  the  most  outstanding 
neurosurgeons  in  Delaware.  He  left  Delaware  in 
1 993,  returning  to  his  native  Taiwan  where  he  has 
been  working  in  the  Mennonite  Christian  Hospital 
in  Hualien  (Population  360,000).  From  1986-93, 
Dr.  Huang  volunteered  his  month  of  vacation  each 
year,  working  in  that  hospital,  and  for  the  past 
three  years  has  worked  there  as  the  full-time 
Medical  Director.  The  hospital  has  grown  from 
208  beds  in  1 986  to  its  present  size  of  500  beds. 
He  writes  that  he  misses  his  many  friends  in 
Delaware  and  invites  them  to  visit  him  if  they  are 
traveling  in  Taiwan. 


KEEPING  CELLULAR  PHONES  AWAY  FROM 
PACEMAKERS  GREATLY  REDUCES 
HEALTH  THREAT  TO  CARDIAC  PATIENTS 

People  with  cardiac  pacemakers  are  advised  to 
keep  cellular  phones  away  from  the  implanted 
device,  according  to  a study  published  in  the  New 
England  Journal  of  Medicine. 

The  increasingly  popular  wireless  phones  - the 
kind  people  carry  in  their  pockets,  purses  or  cars  - 
can  interfere  with  the  electromagnetic  workings  of 
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In  Brief 


pacemakers,  which  are  small  electrical  devices 
implanted  in  a patient  to  help  regulate  a slow  heart 
rhythm. 

Although  the  large  study  of  980  pacemaker 
patients  in  three  different  medical  centers  found  an 
overall  interference  rate  of  20  percent,  as 
registered  by  electrocardiographs,  less  than  two 
percent  (1  .7  percent)  of  the  incidents  were 
considered  "clinically  significant,"  according  to  Dr. 
Paul  J.  Wang,  Associate  Professor  of  Medicine  at 
Tufts  University  School  of  Medicine  and  a 
coauthor  of  the  study. 

"We  found  that  when  the  cellular  phone  is  used 
strictly  in  the  ear  position,  the  likelihood  of 
significant  effects  on  a pacemaker  are  small,"  said 
Wang,  who  is  also  the  Associate  Director  of  the 
Cardiac  Electrophysiology  and  Pacing  Laboratory 
and  Director  of  the  Modestino  G.  Criscitiello  Heart 
Station  at  the  New  England  Medical  Center. 

The  researchers  - at  the  New  England  Medical 
Center,  the  Mayo  Clinic  in  Rochester,  Minnesota, 
and  the  University  of  Oklahoma  Health  Sciences 
Center  - conducted  more  than  5,500  individual 
tests  on  the  patients,  using  five  different  cellular 
phones.  Only  about  seven  percent  of  the  tests 
produced  symptoms  noted  by  patients,  primarily 
heart  palpitations,  dizziness  or  light-headedness. 
All  of  the  incidents  of  interference  that  were 
deemed  "clinically  significant"  by  the  researchers 


involved  the  phone  being  held  directly  over  the 
pacemaker. 

"People  with  pacemakers  should  avoid  carrying 
cellular  phones,  even  when  not  in  use,  near  their 
pacemakers,"  warned  Wang.  "If  the  phone  were  to 
ring  while  being  carried  in,  for  instance,  the  chest 
pocket  of  a coat,  it  could  interfere  with  the 
pacemaker." 

The  study,  funded  by  a grant  from  Wireless 
Technology  Research  of  Washington,  D.C.,  also 
found  the  interference  was  less  frequent  and  less 
severe  with  analog  telephones  compared  with 
digital  telephones  (2.5  percent  for  analog  versus 
23.7  percent  for  digital)  and  with  pacemakers  that 
served  as  backup  to  a fairly  normal  heartbeat, 
compared  with  pacemakers  that  were  continuously 
managing  the  heart's  rhythm. 

Symptoms  varied  according  to  the  pacemaker 
manufacturer  and  type  of  telephone.  All  the 
phones  were  programmed  to  transmit  maximum 
power  to  stimulate  the  most  severe  conditions. 

The  researchers  indicated  that  continuing  efforts 
by  both  pacemaker  and  cellular  phone  manufac- 
turers could  cut  the  risk  further.  Wang  noted  the 
threat  of  microwave  ovens  to  pacemaker  patients 
had  been  almost  eliminated  as  "leakage"  was  cut 
back  in  the  design  of  ovens.  Similarly,  better  filters 
can  be  incorporated  into  pacemakers. 
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Aging  Gracefully,  No  Regrets  Allowed 

By  Jurg  A Schneider,  M.D.  - Vantage  Press,  Inc.,  516  W 34th  Street,  New  York,  New  York 


E.  Wayne  Martz,  M.D. 


One  of  our  own  Delaware  physicians  recently 
broke  into  print  with  a little  book  on  aging 
gracefully.  He  is  only  in  his  mid  seventies,  so 
hasn't  really  gotten  seriously  into  the  failure 
decade  (the  eighties)  but  nevertheless  has  some 
very  helpful  ideas  of  how  to  continue  to  grow  and 
expand  horizons  in  the  first  decade  of  retirement. 
They  involve  very  logical  planning,  taking  into 
consideration  state  of  health  and  vigor,  financial 
resources,  previous  activities,  interest  and  skills, 
and  though  he  barely  mentions  it,  a like-minded 
spouse.  The  concept  of  his  which  interested  me 
most  was  "living  in  the  center  ofanadvancingten 
year  time  frame."  In  other  words,  based  on  the 


last  five  years  he  makes  specific  projections 
(financial  and  other)  for  the  next  five  years.  Every 
year  he  updates  this,  compares  plans  with 
achievements  over  the  past  year,  and  extends  the 
future  one  more  year.  He  always  has  a five  year 
plan  ahead  of  him. 

The  book  is  well  written,  logical  and  very  read- 
able, and  its  90  pages  can  easily  be  digested  in 
a couple  of  hours.  A large  portion  of  the  book 
deals  with  his  own  experiences  which,  although 
interesting,  are  not  applicable  to  everyone. 
However,  you'll  get  enough  out  of  the  book  to 
make  it  well  worth  the  small  investment  of  $ 1 0.00. 


PETER  B.  BANDERA,  M.D. 
WILLIAM  C.  MURPHY,  D.O.,  LPT 


BOARD  CERTIFIED 

PHYSICAL  MEDICINE  & REHABILITATION 
EMG  / ELECTRODIAGNOSTICS 


Omega  Drive  D-74 
Newark,  DE 

(Directly  across  from 
Christiana  Hospital) 


TELEPHONE: 

(302)  777-7723 

FAX: 

(302)  777-3454 


Trolley  Square  B-11 
Wilmington,  DE 

(Near  St.  Francis  Hospital) 
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INFORMATION  FOR 
ADVERTISERS 

The  Delaware  Medical  Journal  is  a monthly 
publication  of  the  Medical  Society  of  Delaware. 
The  Journal  reaches  approximately  75  percent 
of  the  state's  physicians,  as  well  as  medical 
libraries,  and  hospitals;  its  circulation  is  approxi- 
mately 1 ,630. 

Full-,  half-  and  quarter-page  advertisements  are 
accepted.  Half-  and  quarter-page  ads  may  be 
either  vertical  or  horizontal.  The  Journal  can 
provide  such  services  as  four-color  or  matched 
color  ads;  camera  work  (halftones,  line  shots); 
and  typesetting. 

Closing  for  space  reservations  is  the  first  of  the 
month,  two  months  prior  to  publication.  Closing 
for  materials  is  the  first  of  the  month,  one  month 
prior  to  publication. 

All  advertisements  are  subject  to  approval  by  the 
Publications  Committee  of  the  Medical  Society 
of  Delaware. 

For  a media  kit  or  for  more  information,  call 
Kristine  Riccardino  at  302/658-7596  or  800/ 
348-6800  (Kent  or  Sussex  Counties). 
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The  Optimum 
Referral  Option 


The  Arbors  at  New  Castle 
Subacute  and  Rehabilitation 
Center  is  a 120-bed  Center 
specializing  in  providing  the 
area's  finest  subacute, 
rehabilitation  and  basic 
healthcare  services. 

In  today's  cost  conscious 
environment,  healthcare 
providers  are  increasingly 
being  asked  to  produce 
optimal  medical  results  at 


minimal  costs.  That's 
precisely  what  the  Arbors 
at  New  Castle  is  designed, 
staffed  and  equipped  to  do. 

When  combined  with 
our  physician-driven 
interdisciplinary  team 
approach  to  delivering 
care,  our  subacute  care  helps 
high  acuity  patients  recover 
quickly,  at  costs  that  are 
30-60%  less  than  comparable 
care  in  an  acute  care  setting. 


In  addition  to  our  basic 
healthcare  services,  we 
provide  care  through 
specialized  subacute 
programs  in  the  areas  of: 

▲ Respiratory 

▲ Medical  Rehabilitation 

▲ Digestive  Diseases 

▲ Cardiac  Recovery 

▲ Infusion  Therapy 

▲ Wound  Care 


For  more  information 
and  a copy  of  our  video 
call  328-2580. 


& 


ARBOR 

ARBORS  AT  NEW  CASTLE 

Subacute  and  Rehabilitation  Center 
32  Buena  Vista  Drive 
New  Castle,  DE  19720 

(302)  328-2580 


What  if  your  investment  manager 
could  add  something  unique  to  your  portfolio? 


like  maybe  150  years  of  experience. 


For  more  than  150  years,  PNC  Bank  has  been 
helping  individuals  create  and  build  wealth. 
We  start  by  gaining  a thorough  understanding 
of  you  and  your  asset  management  and  estate 
planning  needs.  We  draw  upon  our  highly- 
regarded  investment  research — the  same  research 
used  by  over  250  other  investment  firms  around 
the  world — to  identify  opportunities  for  you. 


Then  we  apply  our  blended  investment  style 
and  disciplined  risk  management  process  to 
help  you  meet  your  investment  goals.  Finally,  our 
professionals  work  closely  with  your  legal,  insurance 
and  tax  advisors  to  develop  and  implement  an 
estate  plan  that  fully  meets  your  personal 
objectives.  Find  out  the  difference  our  experience 
can  make.  Call  John  Amalfitano  at  (302)  429-2025. 


PNC  PRIVATE  BANK 

SM 


Visit  us  on  the  World  Wide  Web.  Our  address  is  http://www.pncbank.com 


Investments  • Trusts  • Banking  Services 


PNC  Private  Bank  is  a service  mark  of  PNC  Bank  Corp.  Banking  and  trust  services  are  provided  as  follows:  Pennsylvania  and  New  Jersey,  PNC  Bank,  National 
Association;  in  Massachusetts  and  Connecticut,  PNC  Bank,  New  England;  in  Delaware,  PNC  Bank,  Delaware;  in  Ohio  and  northern  Kentucky,  PNC  Bank,  Ohio, 
National  Association;  in  western  Kentucky,  PNC  Bank,  Kentucky,  Inc.;  in  Indiana,  PNC  Bank,  Indiana,  Inc.;  in  Florida,  PNC  Bank  FSB.  Members  FDIC. 
Brokerage  services  are  offered  through  PNC  Brokerage  Corp,  a registered  broker-dealer  and  member  SIPC.  PNC  Brokerage  Corp  is  a subsidiary  of 

PNC  Bank,  National  Association,  which  is  not  a broker-dealer. 
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University  of  Maryland 
Health  Sciences  Library  - Serials 
1 1 1 South  Greene  Street 
Baltimore,  MD  21201 
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Child  Abuse  - 


Community  Imaging  Center 
At  limestone  Meets 
All  Your  Medical  Imaging  Needs. 


Limestone  Medical  Center 

1941  Limestone  Road,  Suite  214 

Wilmington,  DE  19808 

Telephone:  (302)  892-6200 

Fax:  (302)  892-6206 

Internet:  www.communitymed.com 


David  S.  Grubbs,  M.D.,  FACC,  FACP 
Medical  Director 

Frank  DiGregorio,  CNMT,  RDMS 
Director  of  Diagnostic  Imaging 


Community  Imaging  Center  Offers: 


Therapy 

1- 131  Thyroid  Ablation 
Strontium/Bone  Metastases 

Cardiology 

Cardiovascular  Stress  Test 

2- D  Echocardiogram 
ECG 

Holter  Monitor 
Loop  Monitor 
Signal  Averaged  ECG 

Ultrasound 

Abdominal 

Breast 

Extremity 

Obstetrical 


Pelvic 

Retroperitoneal 

Testicular 

Thyroid 

Transvaginal 

Vascular  Ultrasound 

Arterial  Duplex  Scan 
Carotid  Duplex 
Venous  Duplex  Scan 

Nuclear  Medicine 

Abcess  Localization 
Brain  Scan 
Bone  Scan 
First  Pass 

Gastric  Emptying  Scan 


Gastrointestinal  (GO  Bleed  Scan 
Gated  Blood  Pool  (MUGA)  Scan 
Hepatobilary  (HIDA)  Scan 
Liver  and  Spleen  Scan 
Lung  Scan 
Meckel’s  Scan 

SPECT  Myocardial  Perfusion  Scan 
(Cardiolite  or  Thallium) 
Parathyroid  Scan 
Renal  Scan 
Testicular  Scan 

Thyroid  Carcinoma  Metastases 
Imaging 
Thyroid  Scan 
Tumor  Localization 

Offering  imaging  with: 

Cardiolite  ivnBMOssr 


Prompt,  courteous  service  • Test  results  available  in  24  hours  or  less  • All  positive  tests  called  and  faxed 


There’s  a Community  Medical  Center  Near  You: 


Silverside  Medical  Center 


2700  Silverside  Road 
Wilmington  (302)  478-1100 

Medical  Aid  Unit 

Laboratory 

X-Ray 


Limestone  Medical  Center 


1941  Limestone  Road 
Wilmington  (302)  992-0500 
Medical  Aid  Unit 
Laboratory 
X-Ray 

Ambulatory  Surgery 
Community  Imaging  Center 
Nuclear  Medicine 
Ultrasound 
Cardiology 
Therapy 


Mommunity 
Medical  (are,]nc 


munity  Imaging  (enter 


A division  of  Com  munity  Medical  Care,  Inc. 


Sewing  and  managing  the  outpatient  needs  of  the  community 
with  quality,  affordable  medical  care  since  1978 
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ARE  YOUR  FEMALE  PATIENTS  GETTING  THE  BEST 
POSSIBLE  MYOCARDIAL  PERFUSION  TESTS? 
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(Journal  American  College  of  Cardiology) 

JANUARY  1997:69-77 


“Comparative  Diagnostic  Accuracy  of  Tl-201  and  Tc-99m  Sestamibi  SPECT  Imaging  (Perfusion  and 
ECG-Gated  SPECT)  in  Detecting  Coronary  Artery  Disease  in  Women” 

Conclusions:  Thallium-201  and  Tc-99m  Sestamibi  myocardial  perfusion  scintigraphic  studies  have 
similar  sensitivities  in  the  detection  of  CAD  in  women.  However,  the  specificity  of  Tc-99m  Sestamibi  is 
significantly  higher  than  that  of  Tl-201 . This  specificity  is  further  enhanced  by  the  use  of  ECG-Gated 
SPECT  Tc-99m  Sestamibi  imaging. 


Community  Imaging  Center  is  the  only  lab  in  Wilmington  that  routinely 
performs  ECG-Gated  SPECT  using  Tc-99m  Sestamibi  (CARDIOLITE)1M 
on  all  patients.  ECG-Gated  SPECT  provides  perfusion,  wall  motion  ana 
Ejection  Fraction  in  one  study. 
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awkward  and  unpleasant  experience;  but  due  to  the  professionalism  and  courtesy 
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accept  my  thank  you  and  gratitude.  I will  pass  my  opinion  on  to  my  doctor  (...)  and 
remain  sincerely  (...)”. 

• Prompt,  courteous  service  • Test  results  available  in  24  hours  or  less  • All  positive  tests  called  and  faxed 


We  participate  with  virtually  all  insurance  carriers 
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A PHYSICAL 
CHECK  UP  IS 
IMPORTANT. 

SO  IS  AN 

INSURANCE 

CHECKUP 


When  a patient  tells  you,  “I  can’t  take  the  time  for  a check  up,”  your  response 
usually  goes  something  like,  “You  have  to  make  time  for  your  own  health.” 

The  same  holds  true  with  your  insurance  program.  We  know  you’re  busy,  but  “You 
have  to  make  time  for  the  health  of  your  protection.”  We  can  save  you  time  (and 
money)  by  handling  all  your  insurance  needs . . . professional  and  personal. 

Also,  when  you  use  MSDIS/PLI/ZUTZ,  the  Medical  Society  benefits  as  well. 

Call  MSDIS/PLI/ZUTZ  at  658-8000  today, 

An  insurance  check  up  today  could  prevent  a major  financial  crisis  tomorrow. 


Advanced  CT  Imaging 
at  Three  Locations 

Brandywine  Imaging  Center, 

Omega  Imaging  Center,  Pike  Creek  Imaging  Center 


Diagnostic  Imaging  Associates,  P.A.  has  three  locations  in 
Northern  Delaware  providing  advanced  Computerized  Tomography  (CT)  imaging; 
Brandywine  Imaging  Center  in  North  Wilmington,  Pike  Creek  Imaging  Center 
in  the  Pike  Creek  area  and  Omega  Imaging  Associates  for  your  patients 
in  the  Newark  area.  DIA’s  high  resolution  scanners  are  capable  of 
dynamic  scanning  and  spatial  resolution  of  .5  millimeters.  Each  facility  has  a 
board  certified  radiologist  on  staff  with  special  fellowship  training  in  body  CT.  For  your 
convenience,  patients  can  be  scheduled  same  day  with  wet  reading  faxed  immediately. 

❖ 

Diagnostic  Imaging  Associates  accepts  virtually  all  HMO,  PPO  and 
Fee  For  Service  health  insurance  plans  including; 

Principal,  US  Healthcare  and  all  Blue  Cross  Blue  Shield  programs 

❖ 

Our  full  range  of  out-patient  imaging  services  include: 

• High-Field  MRI  • New  spiral  CT  scanning  • Ultrasound  including  Color  Doppler 
• Fluoroscopy  • Mammography  • Nuclear  Medicine  and  General  X-ray 

For  information  and  the  office  nearest  you,  please  call  302-425-4DIA. 

“At  DIA  we  strive  to  be  the  best  not  the  biggest” 

Diagnostic  Imaging  Associates,  PA 
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Wilmington  Magnetic  Resonance  Imaging  Center  • 1020  Union  Street  • Wilmington  • 427-9855 
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SPIRAL  CT  is  now  available  at 
Christiana  Imaging  Center. 


This  state-of-the-art  unit  offers 
several  advantages  to  patients 
and  physicians: 

a Reduced  scan  time 

■ Increased  image  clarity 
and  detail 

■ Single  breath-hold  scans 
of  the  abdomen  and  chest 


We  also  offer  three-dimensional 
reconstruction  and  surface  rendering. 
This  is  particularly  valuable  where 
anatomical  detail  is  important  such 
as  orthopedics  or  facial  trauma  cases. 
This  is  part  of  our  commitment  to 
providing  you  and  your  patients 
with  the  highest  quality  imaging 
care  available. 


Evening  appointments  until  8 p.m.  are  available. 

If  you  would  like  to  know  more  about  the  spiral  CT  scanner,  call  731-9800. 
Centralized  scheduling  731-9860. 

Professional  services  by  X-Ray  Associates. 
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Protecting  Our  Most  Precious  Resource 


If  you  are  working  tomorrow,  you  will  probably 
see  among  your  patients  an  abused  woman  or 
child.  Ifyourdiscipline  is  one  of  the  primary  care 
specialties,  you  may  very  well  see  several  chroni- 
cally or  acutely  abused  patients.  Their  contacts 
with  you  may  not  be  prompted  by  an  abusive 
event;  but,  you  will,  nevertheless,  see  them.  If 
you  find  this  hard  to  believe,  let  me  tell  you  that 
it  is  borne  out  by  statistics.  Also  evident  is  the  fact 
that  abused  children  are  much  more  likely  than 
non-abused  to  become  abusers  themselves, 
passing  on  the  destructive,  violent  behaviors 
they  have  been  taught. 

Physicians  are  uniquely  positioned  to  intervene 
in  such  situations  in  a way  to  help  to  interrupt  the 
cascade  of  violent  events  and  its  consequences 
for  the  involved  individuals  and  our  society. 
First,  we  are,  as  noted  above,  privileged  with 
frequent,  intimate  and  private  contacts  with  the 
involved  individuals.  Secondly,  we  have  author- 
ity (indeed,  statutorily  mandated  responsibility) 
to  put  into  motion  protective  mechanisms  when 
such  action  is  deemed  appropriate.  Finally,  and 
perhaps  most  importantly,  we  have  all  been 
blessed  by  a unique  educational  process  ca- 
pable of  providing  each  of  us  with  the  fundamen- 
tal skills  needed  to  effectively  intervene  in  this 
disease  process  called  domestic  violence. 

I will  grant  you  that  treating  this  disease  process 
is  no  easy  task:  symptoms  and  chronologic  facts 
are  often  intentionally  vague  or  distorted;  physi- 
cal and  behavioral  signs  can  be  subtle  or  mis- 
leading; important  etiologic  factors  are  often 


beyond  our  realms  of  influence;  the  diagnosis 
and  severity  of  the  condition  are  often  denied  or 
trivialized;  patients  and  their  caregivers  (who  in 
this  case  are  either  active  abusers  or,  through 
unwillingness  to  intervene,  facilitators  of  abusive 
behavior)  are  often  noncompliant  with  prescribed 
therapies.  Please  recognize  that  these  same 
statements  can  be  made  about  most  of  the 
complex  medical  problems  we  treat;  they  are  not 
justification  for  ignoring  the  problem,  thereby 
shirking  our  responsibilities  to  our  patients  and 
society.  There  are,  admittedly,  other  social, 
political,  and  legal  considerations  which  con- 
tribute to  the  reluctance  to  intervene.  Perhaps 
foremost  among  these  is  the  fear  of  losing  all 
contact  with  (and,  therefore,  the  ability  to  treat) 
a patient  — a child  — once  the  subject  of  abuse 
has  been  broached.  There  is  also  a fear  of 
subjecting  families/ parents  to  the  consequences 
of  false  accusation  (For  example,  I grew  up  in  a 
family  with  seven  active  athletic  boys;  and,  as  I 
recall,  at  least  one  of  us  almost  always  had  a 
bruise,  scrape,  lump,  stitches,  or  cast  to  exhibit). 
The  identification  of  "neglect"  is  particularly  per- 
plexing because  it  is  so  dependent  upon  circum- 
stances and  philosophical  bent.  That  is,  actions 
which  would  clearly  represent  neglect  under 
certain  circumstances  may  be  "the  most  that  can 
be  done"  under  different  circumstances.  Further- 
more, most  of  us  recognize  that  children  must  be 
granted  some  latitude  for  experimentation  in 
order  to  learn  and  prosper;  but,  we  differ  greatly 
in  our  opinions  as  to  the  appropriate  boundaries 
for  such  latitude,  and  this  in  turn  raises  the 
spector  of  neglect  when  harm  comes  from  such 
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experimentation.  This  brings  me  to  my  final  point 
regarding  impediments  to  intervening,  and  that 
is  that  we,  as  a people,  do  not  like  to  meddle  in 
one  another's  personal /family  lives.  We  recog- 
nize that  there  are  acceptable  differences  in 
approaches  to  child-rearing.  The  difficulty  is, 
again,  that  of  identifying  the  boundaries  be- 
tween acceptable  and  unacceptable  behaviors; 
opinions  in  this  regard  vary  greatly  between 
individuals  and  vary  over  time  as  society  changes 
(hopefully  for  the  good). 

In  any  case,  we  are  well  aware  that  great  harm 
is  being  meted  out  upon  many  largely  defense- 
less children  of  our  nation.  In  the  end,  it  is 
unimportant  whether  these  crimes  are  perpe- 
trated out  of  sheer  sadism,  wanton  disregard  for 
childrens'  well-being,  or  distorted  and  misguided 
views  regarding  discipline.  Whatfs  important  is 
putting  an  end  to  the  violence.  This  begins,  of 
course,  with  identifying  the  at-risk  patient.  From 
that  point,  we  can  not  only  treat  the  physical  and 
psychiatric  injuries  which  have  been  -incurred, 
but,  more  importantly,  can  attempt  to  prevent 
the  next  event  — which  may  be  fatal!  If  you  think 
that  I am  simply  being  melodramatic,  you  have 
not  been  reading  newspapers  or  following  news 
reports  on  radio  or  television.  We  have  had 
recent  fatal  events  in  our  state.  It  is  easy  (far-too- 
easy)  to  argue  that  the  problem  of  child  abuse  is 
so  complex  as  to  be  beyond  our  control  and 
argue  that  we  will  not  be  "where  we  want  to  be" 
in  this  regard  until  we,  as  a society,  place  a 
higher  value  upon  that  which  most  of  us,  as 
individuals,  profess  to  hold  as  our  most  precious 
resource  — our  children.  Physicians  are  in 
unique  positions,  both  individually  and  collec- 
tively, to  help  bring  about  this  change.  We  must 
all  heighten  our  sensitivities,  vigilance,  and  ef- 
forts on  behalf  of  our  pediatric  patients  who,  let 
us  remember,  are  usually  unable  to  freely  choose 
to  seek  our  care. 


SPECIAL  TASK  FORCE  ON  CHILD  ABUSE 

A task  force  has  been  convened  in  response  to  a 
request  by  Secretary  Eichler  of  the  Department  of 
Services  for  Children,  Youth  and  Their  Families. 
The  task  force  is  responsible  for  developing  a 
strategy  to  heighten  awareness  among  physi- 
cians of  the  need  to  not  only  diagnose,  but  also 
properly  report  cases  of  child  abuse. 

The  task  force  is  comprised  of  key  leaders  from 
the  Delaware  Emergency  Medicine  community, 
the  Delaware  Chapter  of  the  Academy  of  Pediat- 
rics, the  Delaware  Chapter  of  the  Academy  of 
Family  Physicians,  and  the  Delaware  Society  of 
Internal  Medicine.  Task  force  members  are  as 
follows:  Charles  G.  Case,  M.D.  • Ellsberg  Clark, 
M.D.  • Virginia  Collier,  M.D.  ■ John  F.  DeCarli, 
D.O.  • Alan  DeJong,  M.D.  • Secretary  Thomas  P. 
Eichler  ■ Paul  E.  Howard,  M.D.  • Shirley  P.  Klein, 
M.D.  • E.  Wayne  Martz,  M.D.  • John  F.  Madden, 
M.D.  • Soma  Padmalingam,  M.D.  • Gordon  D. 
Reed,  M.D.  ■ Charles  L.  Reese,  M.D.  (Task  Force 
Chairman)  • Christopher  Roberts,  M.D.  • John  C. 
Sewell,  M.D.  ■ Michael  Somers,  M.D.  • Michael 
L.  Spear,  M.D.  • Frank  Speidel,  M.D. 

With  the  assistance  of  the  Medical  Society,  the 
task  force  will  begin  fulfilling  its  mission  by  taking 
the  lead  on  physician  education  outreach  efforts 
including  a symposium,  grand  rounds,  specialty 
society  meetings  and  special  issues  of  the  Dela- 
ware Medical  Journal.  In  addition,  the  task  force 
will  address  the  development  and  implementa- 
tion of  statewide  teams  of  child  abuse  experts  as 
well  abuse  diagnosis  guidelines  for  posting  in 
exam  rooms. 


Until  next  time, 

Paul  E.  Howard,  M.D. 
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BELLEVILLE  BELVIOERE  BLAIRSTOWN  BLOOMFIELO  BOGOTA  BRANCHVILLE  8UDD  LARE  CHESTER  CLIFTON  DOVER  EAST  HANOVER  EAST  NEWARK  ELMWOOD  PARK  ENGLEWOOD  FAIR  LAWN  FAIRFIELD 


Our  idea  of  a 
small  business  loan 
is  anything  but 
small. 


Your  small  business  loan 
is  a big  deal  to  us. 

You  can  receive  a Small  Business 
Administration  (SBA)  Loan  from  Valley 
National  for  as  little  as  $50,000  or  as 
much  as  $1,000,000.  And  because  Valley 
National  is  a Preferred  SBA  lender,  the 
approval  process  is  amazingly  quick.  In 
most  cases,  we  can  give  initial  credit 
approval  in  three  business  days  or  less. 

You'll  also  be  working  with  a team  of 
experts  who  specialize  in  satisfying  the 
needs  of  small  businesses.  Plus,  you’ll  find 
the  monthly  payments  are  surprisingly 
affordable.  Use  your  loan  to  finance  your 
commercial  property  and  you ’ll  have  up  to 
25  years  to  pay  it  back.  If  you’re  borrowing 
to  finance  equipment  or  working  capital, 
you’ll  have  up  to  15  years  or  up  to  7 years 
respectively,  to  repay.  So  give  us  a call. 
Helping  to  grow  your  business  is  our 
business. 

1-800-SBA-6772 


Member  Federal  Reserve  System.  Member  FD1C. 


NORTH  ARLINGTON  NORTH  CALDWELL  NORTH  PLAINFIELD 


\4lleij  National  Bank 


THE  BANK  THAT  WORKS * 


An  Equal  Opportunity  Lender  Preferred  SBA  Lender. 


NORTHVALE  NUTLEY  OAKLAND  ORADELL  PARAMUS 


FRANKLIN  FRED0N  FT.  LEE  GREEN  BROOK  HACKENSACK  HACKETTST0WN  HARRISON  HILLSDALE  H0-H0-KUS  JEFFERSON  TOWNSHIP  KEARNY  LANDING  LITTLE  FALLS  LIVINGSTON  LYNDHURST  MAPLEWOOD  MIDUND  PARK  MINE  HILL  MOONACHIE  MORRIS  PLAINS  NEW  MILFORD  NEWARK 


State  of  Delaware 
Office  of  the  Governor 


THOMAS  R.  CARPER 
GOVERNOR 


To  Members  of  Delaware's  Medical  Community: 

In  the  wake  of  the  tragic  abuse  cases  of  Brian  Martin  and  Cameron  Lewis  earlier  this  year,  my  Adminis- 
tration launched  a careful  examination  of  Delaware's  child  protective  system.  In  cooperation  with  our 
Department  of  Services  for  Children,  Youth  and  Their  Families,  as  well  as  local  police  agencies  and  the 
leadership  of  the  Medical  Society  of  Delaware,  we  secured  legislative  approval  for  the  most  far- reaching 
overhaul  of  the  child  protective  system  since  the  early  1 970s. 

First  and  foremost,  my  legislative  and  budgetary  package  has  refocused  the  state's  child  welfare  policy 
on  the  best  interests  of  children.  It  has  also  begun  to  alleviate  caseload  pressures,  improve  reporting  and 
investigative  procedures,  address  training  needs,  and  bolster  legal  supports  in  our  effort  to  protect  kids. 

Just  as  important,  it  is  focused  on  getting  the  medical  community  more  closely  involved  in  helping  to  de- 
tect and  report  cases  of  abuse. Youmayhave  received  a letter  from  Dr.  Paul  Howard,  the  President  of  the 
Medical  Society  of  Delaware,  outlining  the  Society's  multi -pronged  effort  to  better  educate  and  train 
medical  professionals  to  identify  and  report  cases  of  child  abuse  and  neglect. 


The  legislation  itself  has  several  direct  ties  to  the  medical  community  by: 

• Allowing  physicians  to  invoke  temporary  emergency  protective  custody  when  a child  is  in  imminent 
danger  of  serious  physical  harm  and  the  physician  believes  the  harm  will  be  caused  before  Family 
Court  could  take  action; 

• Giving  the  Division  of  Family  Services  the  authority  to  authorize  a medical  exam  of  a child  — with- 
out consent  of  the  child's  parent  — where  the  report  of  abuse  or  neglect,  if  true,  would  constitute  crimi- 
nal conduct  (medical  personnel  are  afforded  immunity  for  performing  such  examinations  without  pa- 
rental consent); 

• Requiring  medical  insurance  policies  to  cover  a medical  exam  performed  pursuant  to  a Division  of 
Family  Services  or  law  enforcement  referral  to  determine  if  a child  has  been  abused  or  neglected;  and, 

• Creating  a Child  Protection  Accountability  Commission - -including  an  appointee  from  the  medi- 
cal community  --  to  provide  a regular  review  of  Delaware's  responsiveness  in  handling  child  abuse 
and  neglect  cases. 

Youplayanim  porta  ntroleinhelping  to  ensure  the  success  of  these  changes.  With  that  in  mind,  I want  to 

thank  you,  the  members  of  our  medical  community,  in  advance  for  your  support  and  for  helping  to  fur- 

therourshared  goal  of  protecting  Delaware's  kids. 


Sincerely, 


Thomas  R.  Carper 
Governor,  State  of  Delaware 
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Strengthening  Our  Child  Abuse  Response  System 

Cabinet  Secretary  Thomas  P.  Eichler 


Medical  professionals  are  often  the  people  who  see  children 
first,  whether  in  the  safety  of  a private  office,  clinic  or  an  emer- 
gency room.  Your  ability  to  recognize  and  understand  the 
symptoms  of  child  abuse  and  neglect,  your  readiness  to  report 
findings  to  the  report  line  and  your  availability  to  provide  expert 
witness  testimony  are  critical  to  the  effectiveness  of  the  child 
abuse  response  system  in  Delaware. 


Child  abuse  is  not  a new  subject.  However, 
recent  events  highlight  the  need  for  all  members 
of  the  Delaware  community  to  focus  anew  on  the 
ways  in  which  we  are  all  called  upon  to  protect 
our  children  from  this  reality.  The  tragic  cases  of 
Bryan  Martin  and  Cameron  Lewis  have  under- 
scored the  need  to  take  new  steps  to  assure  the 
safety  of  children  who  are  victims  of  abuse  in 
Delaware. 

Under  the  initiatives  developed  by  Governor 
Carper,  our  Division  of  Family  Services  (DFS)  will 
take  a more  aggressive  role  in  protecting  chil- 
dren. The  Governor  has  put  forward  a four- 
pronged approach  which  includes  additional 
resources  for  DFS,  professional  development  of 
staff,  strengthened  community  partnerships,  and 
substantial  policy  changes  to  improve  the  safety 


Thomas  P.  Eichler  is  the  Cabinet  Secretary  for  the  Delaware 
Department  of  Services  for  Children,  Youth  and  Their  Families. 


of  children.  One  element  of  the  Governor's 
comprehensive  package  is  the  addition  of  staff  in 
order  to  reduce  caseloads.  In  addition,  special 
attention  will  be  focused  on  adding  to  our 
workforce  several  staff  experienced  in  criminal 
investigations.  This  will  enable  us  to  investigate 
difficult  cases  more  aggressively  and  to  be  a 
stronger  partner  with  police  agencies  with  whom 
we  cooperate  routinely. 

We  also  are  making  changes  to  our  urgent 
response  system.  We  are  developing  an  expe- 
dited fast-track  investigations  process  for  cases 
which  may  lead  to  criminal  prosecutions.  Under 
this  new  system,  investigation  completion  dead- 
lines will  be  completed  in  a maximum  of  20  days. 
Meeting  this  accelerated  response  time  will  re- 
quire a new  level  of  teamwork  from  all  partici- 
pants, particularly  police  and  the  medical  com- 
munity. To  meet  this  requirement,  we  will  be 
referring  such  potential  abuse  cases  to  the  duPont 


Del  Med  Jrl,  July  1997,  Vol  69  No  7 


331 


Social  Commentary 


Hospital  for  Children  or  the  Children's  Advocacy 
Center  of  Delaware  (CAC)  for  forensic  evalua- 
tions. A.I.  will  conduct  medical  evaluations  and 
CAC  will  conduct  forensic  interviews  of  children, 
as  well  as  facilitate  multidisciplinary  team  re- 
views of  serious  physical  and  sexual  abuse  cases. 
CAC  is  a new  nonprofit  organization  opened  in 
May  1996  to  conduct  forensic  interviews  with 
children  where  an  investigation  is  underway  for 
sexual  or  physical  abuse;  these  interviews  re- 
quire a great  deal  of  skill  and  sensitivity.  The 
Center  partners  with  this  Department,  the  duPont 
Hospital  for  Children,  Family  Court,  the  police 
and  the  Department  of  Justice  in  a team  ap- 
proach to  investigations. 

I am  particularly  pleased  that  the  Medical  Soci- 
ety of  Delaware,  under  the  leadership  of  your 
president,  Dr.  Paul  Howard,  has  joined  us  to 
make  our  child  abuse  response  system  even 
more  effective.  We  rely  heavily  on  the  medical 
community  to  report  any  suspicions  of  child 
abuse  or  neglect  to  our  report  line  and  to  assist 
us  in  our  investigative  efforts  to  validate  or 
invalidate  any  alleged  abuse  or  neglect. 

Each  year,  the  Department's  Child  Abuse  Report 
line  receives  over  5,000  calls  from  citizens  with 
concerns  about  child  abuse  and  neglect.  Today, 
anyone  can  call  the  report  line,  24-hours  a day, 
7 days  per  week,  at  1 -800-292-9582  and  speak 
directly  with  a staff  member  trained  to  lead  the 
caller  through  a series  of  questions  which  will 
enable  us  to  respond  effectively.  We  consider 
the  report  line  our  first  point  of  contact  with  the 
community  and  we  strongly  encourage  people  to 
call  us. 

Medical  professionals  are  one  of  our  primary 
sources  for  reports  of  suspected  abuse  and  ne- 
glect. Any  person  in  the  medical  community  with 
any  degree  of  suspicion  of  child  abuse  or  neglect 
is  mandated  by  law  and  should  never  hesitate  to 
call. 

Once  a report  is  received,  our  response  system 
is  triggered  and  an  investigation  is  initiated  to 
determine  the  alleged  abuse  or  neglect.  The 


report  is  immediately  entered  into  our  highly 
automated  database,  the  Familyand  ChildTrack- 
ing  System  (FACTS).  FACTS  is  searched  for  any 
previous  information.  An  urgency  rating  is  as- 
signed to  the  case.  If  warranted,  a worker  goes 
out  immediately,  regardless  of  time  of  day.  An 
assessment  of  the  child's  safety  is  initiated  by  the 
worker  and  continuously  updated  as  new  infor- 
mation arises  during  the  course  of  the  investiga- 
tion. 

Up  to  forty  percent  of  all  investigations  result  in 
a substantiated  finding  of  abuse  or  neglect, 
triggering  services.  In  those  urgent  cases  where 
a child  may  have  to  be  removed  from  the  home 
in  order  to  ensure  his  or  her  safety,  DFS  petitions 
Family  Court  for  an  emergency  order  to  remove 
the  child  from  the  home  for  placement  with  a 
foster  care  family.  Under  circumstances  that 
warrant  such  action,  this  order  can  be  obtained 
over  the  phone  from  the  on-duty  court  officer. 
This  kind  of  dramatic  action  is  infrequent,  but 
always  available  as  needed.  Each  year,  some 
751  children  are  in  out-of-home  placements 
because  their  families  are  unable  to  provide  the 
necessary  safe  and  nurturing  environment  for 
their  well  being. 

Often,  the  Department's  investigation  does  not 
result  in  the  removal  of  a child  from  the  home. 
Instead,  treatment  services,  such  as  parent  aide 
or  counseling,  are  provided  to  all  family  mem- 
bers involved.  The  goal  of  treatment  is  to  resolve 
the  family  problems  which  have  led  to  the  abuse 
or  neglect  of  a child.  Approximately  2,558 
families  are  receiving  treatment  services  through 
our  Division  of  Family  Services  and  its  many 
contracted  private  providers. 

The  child  abuse  response  system  is  dependent 
on  the  larger  Delaware  community  for  its  reli- 
ability and  effectiveness.  Aggressive  and  early 
reporting  of  child  abuse  and  neglect  is  critical  to 
protect  children  from  further  harm.  I encourage 
everyone  to  report  even  the  slightest  suspicion  of 
abuse  or  neglect  to  our  report  line.  Equally  as 
important  is  the  aggressiveness  of  the 
Department's  investigative  efforts,  dependent 
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upon  the  police,  medical  professionals  and  fam- 
ily court  officials,  our  partners  in  protecting  chil- 
dren from  abuse  or  neglect. 

Medical  professionals  have  a unique  role  in  this 
effort  to  safeguard  children.  You  are  often  the 
people  who  see  children  first,  whether  in  the 
safety  of  a private  office,  clinic  or  an  emergency 
room.  Your  ability  to  recognize  and  understand 
the  symptoms  of  child  abuse  and  neglect,  your 
readiness  to  report  findings  to  the  report  line  and 
your  availability  to  provide  expert  witness  testi- 
mony are  critical  to  the  effectiveness  of  the  child 
abuse  response  system  in  the  State.  By  providing 
your  expertise,  you  empower  this  Department  to 
move  forward  aggressively  to  make  an  immedi- 
ate determination  about  the  safety  of  children. 

Thanks  to  the  support  of  the  Governor  and  the 
State  Legislature,  we  are  strengthening  our  entire 
system  which  will  provide  greater  protection  for 
Delaware's  children.  The  Medical  Society  of 
Delaware  is  a key  partner  in  this  endeavor  and 
the  Society's  support  is  greatly  appreciated. 


DICKINSON  MEDICAL  GROUP 

MICHAEL  H.  MARK,  M.D. 
BRUCE  I.  LOBAR,  M.D. 

NEUROLOGY  & EMG 

Two  Locations  Available 

800  N.  DUPONT  HWY. 
MILFORD,  DE  19963 
302-422-3355 

431  SAVANNAH  ROAD 
LEWES,  DE  19958 
302-645-4595 


DR.  LOBAR  IS  AVAILABLE  IN  MILFORD  ONLY 


Papastavros’ 

Associates 


MEDICAL 


A 


L.l.C. 


Lt  Papastavros’  Associates  Medical  Imaging 
Centers  our  skilled  professionals  are  committed  to 
providing  the  most  advanced  diagnostics  in  a 
caring  and  comfortable  atmosphere. 

We  are  dedicated  to  meeting  the  ever  changing 
needs  of  the  community  and  maintaining  the 
highest  quality  service  available  today. 


The  quality  sendees  that  we  provide  include: 

♦ X-Tay  ♦ M.TL.l.  Scanning  ♦ Ultrasound  ♦ 
♦ C.T.T.  Scan  ♦ Nuclear  Medicine  ♦ 

♦ Mammography  ♦ 

Tull  Service  Imaging  Centers  Located  at: 


♦ 1 701  Augustine  Cutoff  ♦ 40  Polly  Drummond  Hill  Rd. 


Suite  100,  Bldg.  IV 

Suite  100,  Bldg.  4 

Wilmington,  DE  19803 

Newark,  DE  19711 

(30 2)  652-3016 

(302)  737-5990 

Other  Convenient  Locations 

1508  Pennsylvania  Avenue 

655-4042 

2700  Silverside  Road 

478-1100 

1805  Foulk  Road 

475-803 6 

420  Christiana  Medical  Center 

368-3959 

1320  Philadelphia  Pike 

792-2529 

1941  Limestone  Medical  Building 

992-0502 

1502  Delaware  Street,  New  Castle 

328-1502 

2600  Summit  Bridge  Road 

836-835 ° 

16  Omega  Drive  Bldg,  B-89 

73s-55°° 

5317  Limestone  Road 

550  Stanton-Christiana  Road 

633-9910 

314  E.  Main  SL,  Newark,  DE 

d55-°775 

Quality,  Care  and  Service  Since  1958 
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SPECIALIZE 
IN  AIR  FORCE 
MEDICINE. 

ER  Physicians.  Radiolo- 
gists. OB/GYNs  and 
other  specialists! 

Today’s  Air  Force  gives 
you  the  freedom  to  spe- 
cialize without  the  finan- 
cial overhead  of  running 
a private  practice.  Talk 
to  an  Air  Force  medical 
program  manager  about 
the  tremendous  benefits 
of  becoming  an  Air 
Force  medical  officer: 

• No  office  overhead 

• Dedicated,  profession- 
al staff 

• Quality  lifestyle  and 
benefits 

• 30  days  vacation  with 
pay  each  year 

Examine  your  future  in 
the  Air  Force.  Learn  if 
you  qualify.  Call 


USAF  HEALTH  PROFESSIONS 
TOLL FREE 
1-800-423-USAF 


SCIENTIFIC  ARTICLE 


Physical  Abuse  of  Children:  An  Update 

Andrew  P.  Sirotnak,  M.D.  - Richard  D.  Krugman,  M.D. 

Reproduced  by  permission  of  Pediatrics  in  Review 
Volume  15,  Number  10,  Pages  394-399,  Copyright  1994 


FOCUS  QUESTIONS 


1.  In  which  settings  do  children  confront  an 
especially  high  risk  of  physical  abuse? 

2.  Which  features  in  the  history  most  reliably 
point  toward  intentional  injury? 

3.  Which  soft  tissue  findings  are  particularly 
suggestive  of  physical  abuse? 


Which  kinds  of  skeletal  trauma  are  most 
likely  to  reflect  intentional  injury? 

Given  the  possibility  that  a child  has  been 
hysically  abused,  what  are  the  responsi- 
ilities  of  the  physician  in  regard  to 
reporting  it,  protecting  the  child,  and 
preparing  for  testimony  in  court? 


4. 

5. 


Much  has  changed  since  the  publication  14 
years  ago  of  the  article  "Pediatric  Understand- 
ing of  Child  Abuse  and  Neglect."1  Unfortu- 
nately, much  also  has  remained  the  same.  In 
1974  there  were  approximately  60  000  re- 
ports of  suspected  child  maltreatment,2  a num- 
ber that  rose  to  1 . 1 million  in  1 980  and  that 
reached  2.9  million  cases  in  1992.  These 
reports  are  substantiated  40  percent  to  45 
percent  of  the  time.  That  translates  into  an 
incidence  of  approximately  2.5  percent  of 
children  ages  0 to  1 7 years  being  abused  or 
neglected  annually.  Approximately  30 
percent  of  these  suspected  cases  are  physical 
abuse,  20  percent  are  sexual  abuse,  and  50 
percent  are  neglect. 


Dr.  Sirotnak  is  an  Instructor  of  Pediatrics  at  the  University  of 
Colorado  Health  Sciences  Center,  and  a Fellow -Child  Advocacy 
and  Protection  Team,  The  Children's  Hospital  in  Denver,  CO. 

Dr.  Krugman  is  a Dean  at  the  University  of  Colorado  School  of 
Medicine  and  a Professor  of  Pediatrics,  Denver,  CO. 


As  the  21st  century  approaches,  the  national 
emergency  of  child  abuse  remains  with  us.  In 
response  to  this  emergency,  the  research  and 
publication  by  experts  in  this  field  grows.  Be- 
cause pediatricians  are  called  upon  daily  to 
diagnose,  treat,  and  console  the  victims  of 
physical  abuse,  they  need  to  be  aware  of  new 
advances  in  this  field.  This  review  will  focus  on 
the  assessment  and  management  of  physical 
abuse  and  highlight  new  information  in  sev- 
eral areas. 


SOCIETY  IN  CRISIS 

Violence  involving  today's  children  is  increas- 
ing significantly.  Urban  decay  of  the  past 
several  decades  has  contributed  to  this  in- 
crease in  violence.  Gangs,  whose  gunfire  para- 
lyzes children  both  emotionally  and  physi- 
cally, control  neighborhoods.  The  media  of- 
ten both  report  and  dramatize  stories  of  child 
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abuse,  neglect,  violence,  and  murder  via  ca- 
sual sensationalism.  Communities  struggle  with 
the  litany  of  drug  abuse,  poverty,  racial  dis- 
cord, and  crumbling  educational  systems.  Fi- 
nally, families  within  these  communities  present 
themselves  or,  more  frequently,  are  reported 
to  an  overburdened  child  protection  system. 


THE  PEDIATRICIAN  AND  THE  DIAGNOSIS 
OF  PHYSICAL  ABUSE 

General  Considerations. 

The  recognition  of  any  form  of  child  abuse 
depends  on  the  willingness  of  the  physician  to 
acknowledge  its  existence  and  to  consider  it  in 
a differential  diagnosis.  Given  the  changes  in 
society  and  the  alarming  rise  in  reported  cases 
of  child  maltreatment,  the  family  or  child  from 
any  socioeconomic  class,  ethnicity,  or  com- 
munity who  enters  a physician's  office  or  clinic 
should  be  examined  for  the  possibility  of  child 
abuse. 

The  previously  described  model  for  under- 
standing child  abuse  remains  extremely  use- 
ful.1 The  sociocultural  factors  of  a family  unit 
in  conjunction  with  family  stresses  (child-  or 
parent-produced),  social-situational  stresses, 
and  a "triggering"  situation  can  lead  to  child 
maltreatment.  Triggers  may  be  family  discord 
and  domestic  violence,  discipline,  divorce, 
substance  abuse,  or  the  stress  that  a family 
incurs  with  an  investigation  by  protective  ser- 
vices. 

It  is  important  to  remember  that  one  third  of 
reported  abuse  is  extrafamilial  and  that  chil- 
dren may  be  left  with  many  different  caregivers. 
Boys  seem  to  be  at  greater  risk  than  girls  of 
extrafamilial  abuse,  especially  sexual  abuse. 
Children  who  have  disabilities  also  are  at 
greater  risk  for  abuse.3  Thus,  the  pediatrician 
may  be  confronted  with  the  possibility  of  child 
abuse  and  the  parents  may  not  even  be  aware 
of  the  injury  to  the  child. 


Interviews. 

Pediatricians  and  family  practitioners  should 
be  sensitive  and  skilled  enough  to  obtain  the 
necessary  history  from  both  caregiver  and 
child.  Honesty  and  straightforwardness  on  the 
part  of  the  physician  need  to  be  balanced  with 
objectivity  and  empathy.  He  or  she  can  form 
an  alliance  with  the  family  around  the  issue  of 
what  is  best  for  the  child's  safety.  Adult  trans- 
lators who  are  not  relatives  or  friends  should 
be  used  if  there  is  a language  barrier. 

Children  need  to  feel  that  they  are  in  a safe 
and  supportive  environment.  Age-appropriate 
language  should  be  used,  and  disclosures 
should  be  presumed  to  be  true  if  there  is  no 
reason  to  believe  otherwise.  The  reaction  of 
the  caregivers  to  the  injury  and  its  history 
during  the  interview  as  well  as  their  reaction  to 
the  child  needs  to  be  noted. 

History. 

The  history  of  what  happened  to  a child  is  the 
crucial  initial  step  in  differentiating  uninten- 
tional from  intentional  trauma.  The  physician 
should  ask  questions  about  the  family  milieu 
and  be  alert  for  the  discrepant  history.  Dis- 
crepant history  is  a cardinal  feature  in  the 
diagnosis  of  intentional  trauma  (Table  1).  Ad- 
ditional factors  in  the  social  history  should 
raise  suspicion  for  the  diagnosis  of  intentional 
trauma  (Table  2). 

In  the  case  of  acute  trauma  to  infants,  espe- 
cially involving  brain  injury,  a careful  history 
of  the  feeding,  sleeping,  and  behavior  pattern 
of  the  infant  for  the  24  to  48  hours  preceding 
the  presentation  to  medical  personnel  is  very 
helpful.  In  our  experience,  it  is  rare  to  see 
babies  feed  or  act  normally  after  significant 
brain  hemorrhage.  Radiologic  or  pathologic 
studies  rarely  can  identify  with  accuracy  when 
the  child  suffered  the  trauma  that  led  to  the 
serious  brain  injury. 

Physical  Examination. 

A thorough  physical  examination  is  vital  in  all 
cases  of  suspected  child  abuse.  Evidence  of 
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Table  1.  Child  Abuse:  Diagnosis 


Discrepant  History 

Examples 

No  history  is  given  for  an  injury. 

Child's  injury  is  unexplained. 

Partial  history  is  given. 

Child  stopped  breathing- apnea 
was  not  primary,  but  secondary  to  a 
head  injury. 

History  changes. 

Different  personnel  obtain  different 
stories. 

History  of  injury  not  developmentally 
appropriate. 

1 -year-old  sibling  shook  or  hit  the 
infant,  causing  subdural  hematomas. 

Lack  or  history  of  change  in  behavior 
or  child  in  pain. 

Infant  presenting  having  a fractured 
femur  who  is  neither  crying  nor 
fussy. 

Table  2.  Social  and  Environmental 
Factors  of  Child  Abuse 

• Alcohol  orsubstance  abuse 

• Crisis  situation  in  the  abuser’s  life 

• Delay  in  seeking  care 

• Domestic  violence 

• Inappropriate  affect  of  the  caregiver 

• Mental  illness/depression  in  the  caregiver 

• Pattern  of  increased  severity  of  injuries  over  time 

• History  of  abuse  in  the  childhood  of  the  abuser 

• T riggering  event  precipitating  loss  of  control  by 
the  caregiver 

• Unrealisticexpectations  ofthe  child 

physical  abuse  may  be  found  on  either  a 
routine  examination  or  an  evaluation  arranged 
specifically  for  suspected  abuse.  In  both  in- 
stances, findings  should  be  discussed  with  the 
parents,  and  the  necessity  to  report  suspicions 
should  be  explained.  Suspected  abuse  of  a 
child  should  trigger  immediate  concern  forthe 
safety  of  the  child's  siblings  as  well.  Spousal 
abuse  often  is  concomitant  with  the  abuse  of 
a child. 

Particular  attention  should  be  given  to  the 
general  appearance  of  the  child  and  all  growth 
parameters,  especially  in  cases  of  failure  to 
thrive.  Nonorganic  failure  to  thrive  and  physi- 
cal and  or  sexual  abuse  can  coexist  in  the 
same  child.  A family  history  of  infant  deaths 
may  signal  child  abuse  or  neglect  as  easily  as 


an  inborn  error  of  metabolism  or 
sudden  infant  death  syndrome. 
Likewise,  a history  of  "small  chil- 
dren" may  be  a red  flag  for  child 
neglect  and  nonorganic  failure  to 
thrive. 


Examination  of  the  head,  eyes, 
ears,  nose,  and  throat  may  reveal 
a great  deal  of  information.  Re- 
cent retrospective  case  reviews  by 
otolaryngologists  of  children  who 
were  suspected  to  have  received 
intentional  trauma  showed  that 
more  than  50  percent  had  abnor- 
malities, such  as  ecchymoses  and  abrasions, 
within  the  region  of  the  head  and  face.4,5  A 
bruised  pinna  is  a warning  sign  that  more 
serious  ear  trauma,  such  as  perforation, 
hemotympa num,  or  ossicular  discontinuity, 
may  have  occurred.  Cerebrospinal  fluid  otor- 
rhea may  be  seen  with  basilar  skull  fractures. 
The  "tin  ear  syndrome"  is  the  association  of 
ear  pinna  bruising,  ipsilateral  subdural  he- 
matoma, and  retinal  hemorrhage.6  Chronic 
ear  trauma  can  lead  to  scarred  and  deformed 
pinnae  as  well  as  to  recently  described  facial 
nerve  paralysis  and  sensorineuronal  hearing 
deficit. 

Ophthalmologic  examination  is  needed  to 
document  retinal  hemorrhages  as  well  as  to 
evaluate  for  other  serious  globe  injury  and 
orbital  fracture,  especially  in  the  presence  of 
periorbital  bruising.  Retinal  hemorrhages  gen- 
erally are  not  caused  by  cardiopulmonary 
resuscitation;  in  a pediatric  patient,  especially 
the  infant,  they  are  likely  to  be  associated  with 
a major  traumatic  episode.7 

Abuse  manifests  multiple  ways  in  the  orophar- 
ynx: torn  frenula,  lacerations,  petechiae,  and 
dental  trauma.  Several  recent  reviews  note 
that  caustic  ingestions  and  foreign  body  aspi- 
ration can  be  overlooked  forms  of  abuse  that 
can  lead  to  perforations  of  the  hypopharynx  or 
esophagus  with  interstitial  emphysema  and 
potentially  lethal  injury.4 
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THE  SKIN  AND  GENITALS 

The  skin  is  the  largest  and  most  frequently 
traumatized  organ  system.  Bruises  and  burns 
often  are  the  most  visible  signs  of  physical 
abuse.  Certain  patterns  of  injury  often  are 
pathognomonic,  can  be  measured  easily,  and 
the  identity  of  the  objects  that  have  left  the 
marks  often  can  be  discerned.  The  number, 
size,  location,  color,  and  shape  of  all  such 
marks  should  be  documented  carefully. 

The  patterns  of  burns  often  help  determine  the 
mechanism  of  injury.  Sparing  of  the  buttocks  is 
seen  in  a dunking  type  injury,  whereas  random 
streaks  on  the  chest  or  extremities  may  indi- 
cate a "pour"  or  splash  injury.  Evaluation  of 
every  burn  must  include  a history  detailing 
supervision,  developmental  stage  of  the  child, 
accurate  description  of  the  degree  of  injury, 
and  further  burn  prevention  counseling. 

Blunt  trauma  to  the  chest  and  abdomen  does 
not  always  leave  a bruise.  Costochondral  ten- 
derness or  chest  deformity  should  be  a red 
flag  for  potential  lung  or  visceral  damage 
from  broken  ribs.  Unequal  or  absent  breath 
sounds  warrant  immediate  investigation  for 
pneumothorax  or  hemothorax. 

Direct  blows  to  the  abdomen  can  cause  lethal 
internal  injury,  even  in  the  absence  of  overly- 
ing bruising.  A recent  review  noted  that  6 
percent  of  intentional  trauma  patients  who  did 
not  have  a history  of  or  findings  on  physical 
examination  suggestive  for  abdominal  inju- 
ries had  occult  liver  lacerations  on  computed 
tomographic  (CT)  scan.  In  addition  to  coagu- 


of  alkaline  phosphatase,  amylase,  lactate  de- 
hydrogenase, and  liver  transaminases?  The 
most  common  intentional  injuries  to  the  abdo- 
men are  duodenal  hematoma,  pancreatic 
contusion  or  laceration,  and  superior  mesen- 
teric artery  laceration.  The  spleen,  kidneys, 
and  bladder  also  are  vulnerable  organs.  Eme- 
sis, absent  bowel  sounds,  gross  hematuria,  or 
any  concerns  based  on  findings  on  abdominal 
examination  signal  the  need  for  immediate 
evaluation. 

The  genitalia  and  anus  always  must  be  exam- 
ined. Often  the  triggering  event  for  physical 
abuse  is  a toilet-training  accident.  Sexual  abuse 
may  accompany  physical  abuse.  Signs  of 
trauma  or  injury  to  the  penis,  scrotum,  labia, 
hymen,  and  to  the  rectum  in  both  boys  and 
girls  must  be  searched  for  carefully.  Genital 
findings  must  be  described  and  documented 
in  the  record. 


SKELETAL  TRAUMA 

Evaluation  of  the  skeletal  system  for  physical 
abuse  is  not  limited  to  the  skeletal  survey.  A 
thorough  history  must  be  elicited  when  the 
child  presents  having  an  injury.  Logical  ques- 
tions about  the  height  of  the  fall,  the  contact 
surface,  witnesses  to  the  event,  and  possible 
mechanism  of  injury  - twisting,  traction,  com- 
pression - are  important.  Additional  impor- 
tant data  are  the  developmental  stage  of  the 
patient,  his  or  her  supervision  and  discipline, 
unusual  behaviorthat  may  have  signaled  pain, 
and  prior  history  of  fractures  or  injuries.  The 
physical  examination  may  not  always  reveal 
skeletal  deformity  or  tenderness. 

Skeletal  surveys  should  be  reserved  for  the  child 
less  than  two  years  of  age  or  for 
an  older  nonverbal  child.  An  in- 
fant who  has  subdural  hematoma 
or  retinal  hemorrhages,  as  well 
as  the  infant's  siblings,  requires  a 
skeletal  survey.  No  controlled 
studies  have  shown  that  bone 
scintigraphy  is  a better  initial 


lation  studies,  it  is  important  to  screen  levels 

Table  3.  Fractures  More  Likely  to  be  Due  to  Intentional  Trauma 

• Metaphyseal  bucket  handle  and  corner  fractures 

• Multiple,  bilateral,  or  different  stages  of  healing  in  posterior  ribs  and  scapulae 

• Skull  fractures  that  are  multiple,  complex,  occipital,  or  posterior  parietal 

• Spinous  process  fractures 

• Spiral  fractures  in  nonambulatory  infants 
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screening  tool  for  infants  less  than  one  year  of 
age  who  have  suspected  intentional  trauma.9 
Certain  fractures  have  a higher  specificity  for 
intentional  trauma  10  (Table  3). 

Several  recent  review  articles  on  the  differen- 
tiation of  child  abuse  from  osteogenesis 
imperfecta,  including  a variant  form  that  has 
some  similarities  to  infantile  copper  deficiency, 
have  appeared  in  the  literature  in  the  past  two 
years.”'12  Osteogenesis  imperfecta,  infantile 
cortical  hyperostosis,  skeletal  dysplasias,  and 
connective  tissue  diseases  are  very  rare  disor- 
ders. Pediatricians  must  coordinate  diagnos- 
tic efforts  with  a geneticist  and  radiologist  if 
these  diagnoses  are  considered  in  a child  who 
has  a suspicious  injury. 


HEAD  INJURY 

Intentional  trauma  to  the  pediatric  central 
nervous  system  remains  the  most  serious  in- 
jury, with  high  morbidity  and  mortality.  Unin- 
tentional head  injuries  in  children  younger 
than  two  years  of  age  are  common,  but  only 
motor  vehicle  accidents  and  falls  from  ex- 
treme heights  cause  severe  brain  injury  typi- 
cally.13 Scalp  hematomas,  lacerations,  or  head 
bruises  should  alert  the  pediatrician  to  the 
possibility  of  inflicted  head  trauma  and  brain 
injury. 

Epidural,  subdural,  and  subarachnoid  hemor- 
rhages can  be  life-threatening  injuries  and 
often  are  discovered  in  the  infant  who  pre- 
sents having  seizures,  being  lethargic,  or  in  a 
coma.  A detailed  medical  history  focusing  on 
care  and  supervision  of  the  infant,  onset  of 
symptoms,  and  possible  mechanism  of  injury 
should  be  followed  by  a careful  social  investi- 
gation. 

With  the  advent  of  mandatory  automobile  seat 
restraint  legislation,  the  incidence  of  subdural 
hematomas  in  infancy  has  declined.14  Most 
subdural  hematomas  in  infancy  are  assumed 


to  be  caused  by  abuse  until  proven  otherwise. 
Other  causes,  such  as  infection,  birth  trauma, 
and  rare  metabolic  diseases,  often  are  ex- 
cluded easily  by  a thorough  medical  history. 

A literature  review  of  the  past  decade  reveals 
several  articles  and  commentaries  regarding 
"benign  subdurals  of  infancy"  as  an  explana- 
tion for  rapidly  progressing  head  circumfer- 
ence in  neurologically  normal  patients.15  This 
diagnosis  remains  controversial  and  in  our 
view  should  not  be  made.  The  finding  of 
extracerebral  fluid  collections  in  an  infant 
should  trigger  an  immediate  investigation  to 
exclude  the  diagnosis  of  intentional  injury. 
The  infant's  siblings  also  should  be  examined 
for  the  possibility  of  abuse. 

CT  scan  still  is  the  most  useful  and  readily 
available  initial  evaluation  for  pediatric  head 
injury.  Small  subdural  hematomas,  diffuse 
axonal  injury,  cortical  contusions,  and  poste- 
rior interhemispheric  hematomas  are  seen 
more  readily  on  magnetic  resonance  imaging 
(MRI).  Because  dating  of  subdural  hematomas 
is  enhanced  via  MRI,  this  examination  should 
be  considered  to  evaluate  the  full  extent  of 
injury  even  if  a CT  scan  was  the  initial  head 
imaging  study.16 

Recent  reviews  in  the  neuroradiology  litera- 
ture discuss  the  shaken-infant  and  shaken- 
impact  syndrome  as  mechanisms  of  injury. 
Although  much  has  been  published  regarding 
the  imaging  of  pediatric  head  injuries,9'17  good 
clinical  investigation  still  is  lacking  in  the  area 
of  abusive  head  trauma. 

Long-term  follow-up  studies  of  children  re- 
ceiving head  trauma  are  needed.  The  morbid- 
ity in  infants  who  survive  such  injury  is  great, 
and  their  development  and  quality  of  life  have 
a dismal  prognosis.18  The  issue  of  importance 
that  needs  to  be  addressed  in  long-term  pro- 
spective studies  is  what  the  abusive  head 
trauma  eventually  means  to  the  child. 
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REPORTING  AND  MANAGEMENT 

When  the  physician  suspects  child  abuse  based 
on  the  presentation,  history,  and  physical  ex- 
amination of  an  injured  child,  he  or  she  may 
experience  anxiety  about  becoming  involved. 
However,  if  the  abuse  is  not  considered  or  not 
recognized,  documenting  and  reporting  never 
occur,  and  a child  may  remain  in  danger. 
Physicians  may  hesitate  to  report  suspicions 
because  the  doctor-family  relationship  is  com- 
promised, office  time  and  revenue  are  lost,  or 
involvement  with  the  police  or  the  court  sys- 
tem is  feared.  A physician  also  can  feel  inad- 
equately trained  or  simply  uncomfortable  in 
evaluating  suspected  child  abuse. 

Physicians,  however,  have  the  legal  and  ethi- 
cal responsibility  to  report  any  suspected  child 
abuse  to  a child  protection  services  agency. 
The  interdisciplinary  approach  to  interven- 
tion, assessment,  and  case  management  is 
important  for  the  protection  of  the  child.  More 
than  50  percent  of  reported  cases  of  sus- 
pected abuse  are  unsubstantiated,  but  this 
does  not  mean  that  abuse  has  not  occurred.  In 
many  unsubstantiated  cases,  or  in  cases  in 
which  criminals  are  not  prosecuted,  the  bur- 
den for  continued  monitoring  of  a family  often 
falls  to  the  physician.  This  may  be  especially 
true  in  cases  in  which  an  overburdened  child 
protective  department  is  involved. 

If  it  is  believed  that  the  child  is  not  safe,  he  or 
she  should  be  hospitalized  pending  further 
evaluation.  A child  placed  in  foster  care  also 
should  be  monitored  closely  by  both  primary 
physician  and  protective  services  because  of 
the  risk  of  child  abuse  also  occurring  in  this 
setting.  An  advocate  for  the  child,  a guardian 
ad  litem,  can  be  appointed  by  the  court. 

The  physician  should  discuss  the  reporting 
process  and  what  to  expect  after  the  report  is 
made,  as  well  as  anticipate  the  family's  diffi- 
cult questions,  which  may  not  have  immediate 
answers.  (Will  my  child  be  taken  away?  Can 
we  still  see  the  child?  Will  social  services 


place  the  child  in  foster  care?  Do  I need  a 
lawyer?) 

Being  prepared  for  court  begins  with  the  care- 
ful and  legible  documentation  of  the  medical 
and  social  services  records.  The  standard  of 
proof  in  a civil  court,  where  most  child  abuse 
and  neglect  cases  are  heard,  is  the  prepon- 
derance of  evidence.  This  means  that  the 
court  must  have  more  than  50  percent  proof 
that  abuse  has  occurred.  The  purpose  of  civil 
court  is  not  accusatory  but  rather  to  assure  the 
safety  of  a child. 

Criminal  court  proceedings  are  held  to  punish 
and  deter.  The  state  will  attempt  to  prosecute 
an  abuser  in  cases  in  which  there  has  been 
serious  bodily  harm  or  death.  The  standard  of 
proof  in  this  court  is  beyond  a reasonable 
doubt  - or  greater  than  99  percent  - that 
abuse  has  occurred.  Physician  testimony  - 
primary  care  or  child  abuse  expert  - may  be 
required  in  either  court. 

Physicians  should  access  legal  counsel  from  a 
local  district  attorney  for  criminal  cases  and  a 
county  attorney  for  civil  cases  in  juvenile  court 
if  questions  arise  about  either  courtroom  ex- 
perience. Medical  support  from  a pediatrician 
who  is  a regional  consultant  in  the  field  of 
child  abuse  is  available  through  the  American 
Academy  of  Pediatrics  section  on  Child  Abuse 
and  Neglect. 


TREATMENT 

The  treatment  of  physically  abused  children 
(except  for  their  injuries)  generally  is  outside 
the  scope  of  pediatric  practice.  The  same  can 
be  said  for  the  treatment  of  families  when  the 
abuse  is  intrafamilial.  Theoretically,  after  a 
report  is  made  and  if  the  case  is  substantiated, 
the  county  or  state  department  of  social  ser- 
vices is  responsible  for  developing  and  imple- 
menting a treatment  plan.  Regrettably,  in  many 
parts  of  the  United  States,  not  much  treatment 
is  available  either  for  the  children  or  the 
families. 
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Among  the  programs  that  have  been  tried  are 
the  development  of  therapeutic  preschools  or 
child  care  for  children  who  are  or  might  be 
abused,  respite  care  ("crisis"  nurseries  or  tem- 
porary foster  placement),  and  "parenting 
classes."  The  demand  for  these  services  far 
exceeds  the  supply.  Furthermore,  few  if  any 
data  are  available  to  support  the  efficacy  of 
these  interventions  in  large  populations  of 
"client"  families. 

Volunteer  organizations  and  self  help  groups, 
such  as  Parents  Anonymous,  may  be  available 
in  communities  nationwide.  Organizations 
such  as  these  educate  and  support  families 
known  to  be  at  high  risk  or  those  who  already 
have  abused  their  children. 

The  basic  principles  of  treatment  for  physically 
abused  children  are  to  emphasize  to  the  chil- 
dren that  the  abuse  is  not  their  fault  and  to 
provide  them  both  positive  role  models  and  a 
safe  environment.  Family  therapy  may  be  help- 
ful in  cases  of  older  children.  The  basic  prin- 
ciples of  treatment  for  abusive  parents  are  to 
help  them  acknowledge  their  problem,  recog- 
nize stress,  learn  more  about  normal  child 
behavior  and  development  so  as  to  have  real- 
istic expectations  for  children,  and  enable 
them  to  call  for  help  instead  of  turning  on  their 
children.  Parents,  who,  as  Kempe  said,  "love 
their  children  very  much,  but  not  very  well," 
need  our  help  so  that  they  might  learn  to  love 
and  raise  their  children  nonviolently. 


PREVENTION 

The  prevention  of  physical  abuse  is  possible  in 
many,  if  not  all,  cases.  There  appears  to  be  a 
subset  of  cases  in  which  an  unexpected  and 
violent  assault  occurs  by  an  adult,  often  under 
the  influence  of  drugs  or  alcohol,  and  often  a 
"boyfriend"  of  the  mother.  Many  cases  of  abuse 
are  preventable,  however,  and  at  least  two 
national  bodies  have  recommended  the  imple- 
mentation of  home  visitation  programs.19  Em- 
ploying either  public  health  nurses19  or  trained 


paraprofessionals  for  the  task,  these  programs 
stimulate  the  development  of  support  systems 
for  new  families  in  physician  practices,  hospi- 
tals, or  in  their  communities  or  churches. 

Efforts  at  anticipatory  guidance  to  reduce  the 
likelihood  of  abuse  also  may  help  and  can  be 
directed  at  each  stage  of  child  development 
and  family-physician  interaction.  During  the 
prenatal  and  perinatal  times,  the  physician 
can  identify  families  at  risk,  recognize  early 
bonding  problems,  continue  parent  education 
during  well-child  care  visits,  and  schedule 
extra  visits  with  families  to  discuss  stressful 
issues.  For  example,  because  colicky  crying 
and  toilet  accidents  often  are  associated  with 
a stressed  caretaker  exploding  with  rage,  coun- 
seling about  how  to  reduce  stress  or  how  to 
get  help  when  the  behavior  of  a child  creates 
stress  could  prevent  a tragedy. 

Quite  often  physicians  are  confronted  with  the 
"child  who  has  behavior  problems"  at  home  or 
school.  Such  difficulties  as  enuresis,  encopre- 
sis,  sexually  acting  out,  and  violent  or  aggres- 
sive behavior  may  be  behavioral  sequelae  of 
abuse  or  violence  at  home.  Questions  should 
be  asked  about  guns  in  the  home  and  expo- 
sure to  violence  in  the  family  or  via  the  media. 

Finally,  the  possible  long-term  sequelae  of 
physical  and  sexual  abuse  must  be  anticipated 
and  recognized  in  the  adolescent  - school 
failure,  running  away,  substance  abuse,  preg- 
nancy, and  suicide.  Although  such  problems 
may  not  always  be  related  to  abuse,  the  phy- 
sician must  consider  this  possibility  and  en- 
sure mental  health  support  for  the  family.  Such 
anticipation  and  intervention  can  help  break 
the  intergenerational  cycle  of  abuse. 


SUMMARY 

Now,  more  than  ever,  physicians  must  be 
willing  to  suspect  child  abuse  and  report  their 
concerns.  New  information  from  the  past  de- 
cade warns  us  that  reports  of  violence  against 
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children  continue  to  increase.  We  are  learn- 
ing that  MRI  imaging  of  the  head  may,  in  some 
cases,  help  date  subdural  hematomas,  but 
long-term  developmental  follow-up  studies  of 
"shaken"  infants  are  lacking.  Intentional  tho- 
racic and  abdominal  injuries  carry  a high 
mortality.  Finally,  new  information  in  the  field 
of  child  abuse  - in  particular,  physical  abuse  - 
is  slow  to  come.  Lack  of  funding  for  basic 
medical  child  abuse  research  and  lack  of 
trained  researchers  in  the  field  are  the  two 
most  important  barriers.20 

Preventive  intervention  at  the  community  and 
family  level  needs  to  be  supported  by  both  the 
pediatrician  and  the  local  and  national  gov- 
ernment leaders.  As  the  U.S.  Advisory  Board 
on  Child  Abuse  and  Neglect  says,  "We  need  to 
make  it  as  easy  for  parents  to  pick  up  the 
telephone  and  get  help  before  they  abuse 
their  child  as  it  is  now  for  their  neighbor  or 
physician  to  pick  up  the  telephone  and  report 
them  after  it  has  happened."  Child  health 
practitioners  may  be  in  the  best  position  to 
implement  such  a policy. 
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While  the  process  of  diagnosing 
inflicted  injuries  is  similar  in  principle 
to  diagnosing  other  conditions , it 
differs  significantly  in  the  taking  of 
the  history. 


The  concept  that  inflicted  or  "nonaccidental 
trauma"  might  be  a diagnosable  condition  of 
external  etiology  apart  from  the  anatomical 
and  pathological  conditions  produced  by 
trauma  became  explicit  with  Kempe's1  coining 
of  the  term  "battered  child  syndrome."  Subse- 
quently, general  medical  acceptance  of  this 
idea  has  resulted  in  the  inclusion  of  child 
battering  and  the  battered  child  syndrome  in 
the  International  Classification  of  Diseases.2 
However,  the  many  different  forms  of  "batter- 
ing" produce  different  diagnosable  conditions 
of  children  that  result  from  inflicted  injury,  and 
the  "external  cause"  can  often  be  diagnosed 
along  with  the  resulting  condition. 

This  article  presents  a diagnostic  approach  to 
the  problem  of  children  entering  the  health 
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care  system  with  possibly  inflicted  physical 
injuries  and  focuses  on  the  sorts  of  injuries 
usually  involving  infants  and  young  children  in 
which  the  inflicted  nature  of  the  injury  may  not 
be  immediately  apparent  on  presentation.  It 
specifically  excludes  a discussion  of  violently 
inflicted  injuries  such  as  knife  and  gunshot 
wounds  since,  in  these  cases,  the  medical 
diagnosis  of  injury  is  usually  obvious. 

Figure  1 illustrates  the  major  steps  in  the 
diagnostic  approach  to  children  with  possible 
inflicted  injuries.  While  the  process  of  diag- 
nosing inflicted  injuries  is  similar  in  principle 
to  diagnosing  other  conditions,  it  differs  in 
some  significant  details.  One  of  the  most 
important  of  these  is  the  taking  of  the  history. 
When  an  injury  has  been  inflicted  on  a child, 
it  is  unlikely  that  the  initial  history  provided  will 
be  an  accurate  description  of  the  injury  event. 
When  the  discrepancy  is  recognized,  it  is  rea- 
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Figure  1 . The  diagnostic  process  for  children's  inflicted 
injuries. 
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sonable  to  review  the  history  with  the 
caretaker(s)  to  be  certain  that  there  was  no 
misunderstanding  on  the  first  attempt.  In  this 
process,  the  physician  may  provide  informa- 
tion to  the  person  giving  the  history  about  the 
nature  of  the  injury  being  seen,  and  then  it  is 
fairly  common  to  find  the  history  changing, 
apparently  as  the  caretaker  adapts  it  to  the 
information  learned  from  health  providers. 
The  different  versions  of  the  history  provided 
over  time  should  be  documented  as  to  con- 
tent, time,  and  context  so  that  the  record 
accurately  reflects  the  sequence  of  events. 

Many  hospital  protocols  for  the  assessment  of 
children  with  possible  inflicted  injuries  require 
a hospital  social  worker  to  supplement  the 
medical  history  with  a family  interview  that 
assesses  the  psychosocial  background  as  well 
as  reviewing  the  immediate  history  and  the 
environmental  circumstances  that  surround 
the  injury  event.  These  interviews  can  be  help- 
ful in  understanding  otherwise  baffling  cases; 
however,  it  is  important  not  to  overvalue  so- 
cioeconomic factors  in  the  diagnosis  of  in- 
flicted injuries.  Although  physical  abuse  is 
statistically  associated  with  poverty,  many  poor 
families  do  provide  their  children  with  excel- 
lent care  and  protection.  Factors  such  as 
isolation,  the  presence  or  absence  of  support, 


the  existence  of  chemical  dependency,  and 
the  presence  of  abuse  of  the  mother  are 
extremely  important  regardless  of  economic 
status  or  ethnic  origin.  Cultural  characteristics 
may  be  important  in  cases  involving  physical 
punishment  and  relatively  minor  injuries,  but 
no  ethnic  group  in  the  Unired  States  condones 
the  serious  inflicted  injury  of  infants  or  chil- 
dren. 

The  possible  diagnoses  in  children  suspected 
of  having  inflicted  injuries  (in  addition  to  the 
anatomic  and  pathological  diagnoses)  can  be 
considered  in  four  classes:  fairly  clear-cut 
accidents  in  which  the  question  of  inflicted 
injury  has  been  raised,  unexplained  injuries 
that  may  be  either  unintentional  injuries  or 
inflicted  injuries,  discrepant  injuries  that  ap- 
pear totally  incompatible  with  the  history  be- 
ing provided,  and  syndromes  of  inflicted  injury 
such  as  "battered  child  syndrome"  or  "shaken 
infant  syndrome"  in  which  the  injuries  virtually 
speak  for  themselves  and  stand  alone  as  in- 
flicted regardless  of  what  history  is  provided. 
Another  diagnostic  category  includes  those 
medical  conditions  that  occasionally  mimic 
inflicted  injury  such  as  coagulopathies,  some 
types  of  osteogenesis  imperfecta,  and  "mon- 
golian"  pigmentation.  Concealed  accidental 
injury  has  not  been  emphasized  in  the  child 
abuse  literature,  but  it  may  be  a fairly  common 
event  especially  in  child  care  situations  in 
which  the  provider  perceives  a risk  of  loss  of 
clientele  if  accidents  are  acknowledged. 

Another  major  difference  in  the  diagnostic 
process  for  inflicted  injury  has  to  do  with  the 
manner  in  which  the  conclusions  and  support- 
ing data  will  be  used.  While  recognition  that 
the  child  has  an  injury  (rather  than  a disease 
process)  will  lead  to  the  provision  of  appropri- 
ate medical  treatment,  recognition  that  the 
injury  has  most  likely  been  inflicted  also  may 
lead  to  protective  intervention  on  behalf  of  the 
child  to  a criminal  proceeding  affecting  a 
responsible  adult. 
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If  inflicted  injury  is  suspected,  a report  to  a 
child  protective  agency  is  mandated  and  must 
be  provided  by  the  individuals  who  have  the 
"reasonable  suspicion."  Reports  of  "suspi- 
cion," however,  are  virtually  useless  without 
accompanying  or  following  documentation  of 
the  nature,  severity,  probable  medical  conse- 
quences, probable  timing,  and  probable  physi- 
cal mechanisms  of  the  injuries  being  seen. 
Providing  this  information  in  a forensically 
useful  and  acceptable  manner  requires  spe- 
cial efforts  in  documentation  and  explana- 
tions in  terms  that  are  clear  to  nonmedical 
professionals  who  must  act  on  the  informa- 
tion. This  usually  means  that  one  of  the  physi- 
cians involved  in  the  diagnostic  process  should 
prepare  a report  containing  the  medical  facts 
of  the  case  as  well  as  the  medical  interpreta- 
tions and  diagnosed  conditions  that  follow 
from  the  facts. 

In  addition  to  the  special  requirements  for 
reporting  and  documentation  in  cases  'of  sus- 
pected inflicted  injury,  physicians  also  must  be 
prepared  to  provide  testimony  about  their 
findings  and  opinions  in  these  cases.  Training 
about  testimony  may  not  be  provided  to  phy- 
sicians, but  it  is  a procedure  requiring  some 
experience  and  skill.3 


THE  PROCESS  OF  MEDICAL  ASSESSMENT 
Presentation 

The  mode  of  presentation  is  important  in  the 
recognition  of  inflicted  injury  because,  in  many 
cases,  presentation  is  delayed  and  comes  late 
in  the  course  of  the  injury-related  condition 
compared  with  what  usually  occurs  when  inju- 
ries are  unintentional.  For  example,  a toddler 
who  has  been  violently  shaken  or  slammed  to 
a surface  and  who  develops  subdural  or  sub- 
arachnoid bleeding  accompanied  by  brain 
swelling  is  often  presented  for  care  at  the  time 
of  respiratory  arrest,  when  a child  with  com- 
parable damage  from  a motor  vehicle  acci- 
dent or  a long  fall  would  be  brought  for  care 
immediately  and  usually  with  earlier  signs  of 
injury. 


Children  with  inflicted  injuries  are  rarely  pre- 
sented for  care  with  an  accurate  history,  and 
many  times  the  existence  of  injury  is  deter- 
mined by  the  physical  examination  or  by  spe- 
cial studies  rather  than  being  revealed  in  the 
initial  history. 

Unconsciousness,  Shock,  or  Sepsis 

Presentations  of  possibly  abused  children  who 
are  unconscious  or  who  appear  seriously  ill  in 
other  ways  deserve  special  emphasis.  Although 
these  children  constitute  a small  proportion  of 
all  physically  abused  children,  they  make  spe- 
cial and  urgent  demands  on  physicians.  Prompt 
and  accurate  diagnosis  in  such  cases  in  the 
face  of  misleading  histories  can  make  a major 
difference  in  outcome. 

The  initial  history  given  by  the  persons  who 
were  with  the  child  when  the  problem  devel- 
oped is  important  and  should  be  documented 
as  well  as  possible  under  the  emergency  con- 
ditions of  the  given  situation.  Experienced 
physicians  in  emergency  departments  can  usu- 
ally quickly  determine  if  the  information  that  is 
provided  seems  appropriate  to  the  child's 
clinical  situation,  although  physicians  inexpe- 
rienced with  inflicted  injuries  may  be  led  astray 
for  a time.  When  the  child  is  in  serious  condi- 
tion and  the  history  seems  inappropriate,  the 
responsible  physician  must  move  quickly  to 
obtain  the  special  studies  that  will  define  the 
pathology  in  the  child. 

The  availability  of  good  imaging  studies  for 
children  who  have  unexplained  unconscious- 
ness or  unexplained  shock  helps  to  minimize 
the  delay  in  diagnosing  both  the  pathology  of 
the  injury  and  its  probable  inflicted  cause.4 
When  the  child  is  unconscious  and  the  history 
provides  no  clear  explanation,  a computer- 
ized tomography  (CT)  scan  of  the  head  will 
often  define  the  problem.  The  unconscious 
child  who  has  a head  injury  will  not  exhibit 
physical  signs  of  a concomitant  abdominal 
injury,  so  it  is  good  practice  to  obtain  an 
abdominal  CT  scan  at  the  same  time.  In  children 
with  clinical  presentations  that  are  suggestive  of 
head  injury  and  negative  CT  scans  of  the 
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head,  magnetic  resonance  imaging  studies  of 
the  head  (usually  carried  out  somewhat  later) 
may  reveal  small  subdural  hematomas. 

Examination  of  the  retina  is  important  in  chil- 
dren with  signs  of  damage  to  the  central 
nervous  system,  and  it  is  usually  much  easier 
to  accomplish  this  examination  before  seda- 
tive or  anticonvulsant  drugs,  which  tend  to 
make  the  pupil  small,  have  been  given.  If  the 
pupil  is  small  as  a result  of  ongoing  treatment, 
mydriatics  should  be  used  at  the  first  opportu- 
nity in  order  to  get  the  best  possible  view  of  the 
retina.  The  detection  of  retinal  hemorrhage  is 
often  the  first  sign  that  the  child  has  a head 
injury  as  a cause  of  unconsciousness,  and 
retinal  hemorrhages  are  quite  specific  for  the 
shaken  infant  syndrome.5 

Examination  of  the  cerebrospinal  fluid  (CSF) 
may  be  helpful  in  the  child  with  unexplained 
neurological  problems.  If  bloody  CSF  is  ob- 
tained, the  fluid  must  be  centrifuged  and  the 
supernote  examined  for  its  color.  Xanthochro- 
mia of  the  CSF  outside  of  the  immediate 
newborn  period  is  an  indicator  of  subarach- 
noid hemorrhage  that  will  be  the  result  of 
trauma  in  most  cases,  and  the  result  of  other 
serious  medical  conditions  in  a few. 

Skeletal  survey  radiographs  should  always  be 
obtained  in  the  child  with  suspected  inflicted 
injury  who  is  less  than  three  years  of  age. 
These  films  may  be  obtained  using  portable 
equipment  for  those  seriously  ill  children  for 
whom  a trip  to  the  radiology  department  poses 
some  risk.  The  recognition  of  previously  un- 
suspected bony  injury  can  be  helpful  both 
medically  and  forensically.  Infants  and  chil- 
dren who  have  an  unexplained  disturbance  of 
consciousness  also  should  have  screening  stud- 
ies of  blood  and  urine  for  drugs  that  can  have 
that  effect. 

Figure  2 illustrates  how  the  presenting  picture 
may  influence  the  diagnostic  process.  Most 
unintentional  events  that  produce  serious  or 
life-threatnening  injuries  to  infants  and  tod- 


Figure  2.  Children's  inflicted  injuries  - modes  of 
presentation. 


Presentation  Diagnostic 

Maneuvers 


dlers  are  dramatic  and  visible,  such  as  long 
falls  (which  include  an  outdoor  component)  or 
events  involving  motor  vehicles.  Short  falls  in 
private  settings  are  a rare  cause  of  life  threat- 
ening injury.6-7  In  accident  cases,  responding 
emergency  services  providers  usually  get  scene 
histories  that  are  very  clear  as  to  the  general 
nature  of  the  event  if  not  all  the  exact  details. 
This  contrasts  with  serious  inflicted  injuries, 
which  rarely,  if  ever,  occur  when  multiple 
witnesses  might  be  present.  In  these  cases, 
which  usually  occur  in  private  residences,  re- 
sponding providers  are  given  incomplete  in- 
formation or  incorrect  histories  that  some- 
times delay  the  diagnosis  of  the  condition  as 
being  caused  by  injury.  Most  life-threatening 
injuries  of  children,  whether  inflicted  or  unin- 
tentional, involve  the  head.  Table  1 illustrates 
how  the  anatomical  diagnoses  of  head  injury 
influence  the  likelihood  that  a given  case  is 
inflicted. 


Table  1 . Head  injuries  - Likelihood  of  being  inflicted 


Very  Likelv 

Possiblv 

Unlikely 

Thin  subdural 

Subarachnoid 

Linear  parietal 

brain  swelling 

hemorrhage 

skull  fracture 

Chronic  subdural 

Cerebral 

Concussion 

>3  months  of  age 

contusion 

Massive  subgaleal 

Complex  skull 

Epidural 

hematoma 

fracture 

hematoma 

348 


Del  Med  Jrl,  July  1997,  Vol  69  No  7 


Scientific  Article 


Children  with  inflicted-abdominal  injuries  of- 
ten present  with  unexplained  acute  abdominal 
findings,  sometimes  with  shock  and  some- 
times with  unexplained  sepsis.8-9  External 
abdominal  injuries  are  often  absent  despite 
serious  damage  to  viscera.  Abdominal  imag- 
ing studies  can  lead  quickly  to  recognition  of 
the  location  and  types  of  injury  in  these  chil- 
dren, and  experienced  emergency  department 
physicians  quickly  obtain  such  studies.  In- 
flicted abdominal  trauma  (other  than  the  pen- 
etrating injuries  that  usually  are  obvious)  is 
usually  of  the  blunt  and  "indenting"  type,  and 
the  resulting  abdominal  pathology  is  similar 
to  what  is  encountered  in  toddlers  and  pre- 
school children  who  are  run  over  by  motor 
vehicles.  Any  intra-abdominal  structure  may 
be  affected  including  the  mesentery  and  ves- 
sels. Frequently  affected  sites  include  the  liver, 
the  spleen,  the  duodenum,  the  proximal  je- 
junum, the  distal  ileum,  the  pancreas,  and  the 
mesentery  in  many  locations.  The  stomach, 
the  kidneys,  ureters,  and  bladder  also  may  be 
injured. 


SKIN  INJURY 

By  far  the  most  common  conditions  that  raise 
questions  about  the  possibility  of  inflicted  in- 
juries are  those  involving  the  skin.  Many  such 
children  are  brought  to  physicians  by  law 
enforcement  or  protective  service  workers  who 
suspect  inflicted  injury  and  who  seek  medical 
confirmation.  Other  children  present  first  in 
the  medical  setting  either  "accidentally"  ( as  in 
the  case  of  a child  brought  in  for  illness  care 
who  is  incidentally  discovered  to  have  buttock 
bruises)  or  because  the  skin  condition  is  seri- 
ous and  requires  care  (as  in  a burn).  The 
variety  of  unintentional  and  inflicted  skin  inju- 
ries is  great;  differentiation  of  one  type  from 
the  other  is  often  simple  (Figure  3).  The  pro- 
cess of  differentiation  requires  a background 
of  knowledge  about  common  childhood  acci- 
dents and  the  skin  injuries  these  accidents 
produce. 


Figure  3.  Diagnosis  of  inflicted  skin  injuries. 


Bruises  are  a common  form  of  skin  injury 
requiring  differential  diagnosis  (Table  2).  The 
pattern  and  location  of  the  bruise  may  speak 
for  itself,  as  in  the  case  of  a hand-  or 
finger-shaped  bruise  on  the  buttocks  or  face, 
or  the  bruising  may  raise  suspicion  of  being 
inflicted  because  multiple  or  unusual  body 
sites  are  affected.  Unintentional  bruises  tend 
to  involve  the  shins,  the  forearms  (in  active 
and  ambulatory  children),  and  other  locations 
in  which  bone  is  close  to  skin  and  impact  is 
common  in  the  normal  course  of  a child's  life. 
Bruising  on  a cheekbone  or  on  the  forehead  is 
also  commonly  unintentional.  Bruising  on  the 
abdomen  is  unusual  even  when  the  abdomen 
has  been  subjected  to  blunt  trauma.  Bruising 
in  the  genital  areas  is  often  inflicted,  and 
perianal  bruising  is  rarely  unintentional. 


Table  2.  Bruises  - Likelihood  of  being  inflicted 


Very  Likely  Possibly  Unlikely 


Infants  (pre-walking) 


Toddlers  and  preschool 


Hand  mark  No  shape 

Object  mark 


LOCATION  ON  THE  BODY  

Buttocks  Upper  arm  Shins 

Ears  Chest  Forearms,  elbows 

Genitals  "Racoon  sign"  Forehead 

Perianal 
Abdomen 
Cheeks 
Neck 

Multiple  sites 
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The  age  of  the  child  with  bruising  is  a crucial 
factor.  Very  young  infants  rarely  get  bruised  in 
any  location  when  they  are  receiving  good 
care.  Infants  who  have  begun  to  creep  are 
more  likely  to  incur  falls  with  resultant  single 
bruises.  Bruises  affecting  multiple  noncon- 
tiguous body  areas  that  would  require  mul- 
tiple impacts  are  a concern  at  any  age.  The 
probable  pattern  of  impacts  can  usually  be 
inferred  from  the  visible  bruising  and  com- 
pared with  the  history  and  with  the  child's 
developmental  capacity  for  gettmg  into  injury 
situations. 

Pathological  easy  bruising  is  sometimes  a real 
cause  of  confusion  between  unintentional  or 
even  spontaneous  bruising  and  inflicted  in- 
jury, and  it  also  may  be  raised  as  an  issue  by 
attorneys  in  order  to  confuse  juries  or  judges. 
Many  coagulopathies  present  clinical  pictures 
that  allow  for  quick  recognition  by  physicians, 
but  in  any  medically  doubtful  situation,  labo- 
ratory studies  consisting  of  a prothrombin 
time,  a partial  thromboplastin  time,  an  esti- 
mation of  platelet  numbers,  and  a bleeding 
time  should  be  obtained.  In  addition  to  the 
medical  indications  for  these  studies,  they 
also  may  be  necessary  in  cases  in  which  litiga- 
tion is  likely. 

Bruises  in  sites  such  as  the  buttocks  often  may 
easily  be  determined  to  be  inflicted,  but  such 
injuries  produced  in  the  course  of  corporal 
punishment  of  toddlers  and  preschool  chil- 
dren may  not  always  be  considered  abusive. 
The  medical  judgment  in  such  cases  deals 
primarily  with  the  question  of  how  the  bruise 
might  have  been  incurred. 

Burns 

Immersion  burns  are  the  most  serious  form  of 
inflicted  skin  injury  because  ihey  are  some- 
times very  deep  and  sometimes  involve  large 
areas  of  a child's  skin.  They  are  diagnosed  as 
unintentional  or  inflicted  based  on  the  likeli- 


hood of  accidental  explanations  provided  by 
caretakers.10  Generally,  the  comparison  of 
history  with  injury  requires  an  accurate  de- 
scription of  the  area  that  has  been  burned 
including  the  depth  of  the  burn  and  the  in- 
ferred position  of  the  child  in  the  hot  water.  A 
scene  assessment  that  determines  the  charac- 
teristics of  tubs,  basins,  faucets  and  other  hot 
water  sources  and  the  water  temperature  avail- 
able at  the  site  can  be  extremely  valuable,  and 
the  physician  can  ask  for  information  of  this 
sort  at  the  time  of  a report  to  a law  enforce- 
ment agency. 

Generally,  immersion  burns  in  a stocking  or 
glove  distribution  are  likely  to  be  inflicted  if 
they  are  second-  or  third-degree  burns.  Im- 
mersion burns  of  the  buttocks  are  also  likely  to 
be  inflicted,  with  or  without  accompanying 
burns  of  the  feet,  ankles,  or  legs.  In  contrast, 
hot  liquid  burns  are  incurred  by  toddlers  who 
pull  containers  from  tables  or  stoves,  and 
these  also  have  a characteristic  pattern,  which 
is  usually  very  different  from  the  immersion 
burns  of  a child  that  was  held  in  hot  water. 

Patterned  burns  produced  by  specific  hot  ob- 
jects brought  into  contact  with  the  skin  are  a 
common  form  of  inflicted  injury.  Young  chil- 
dren may  come  into  contact  with  these  objects 
unintentionally,  and  the  differentiation  de- 
pends on  a reconstruction  of  the  injury  event 
from  the  burn  pattern,  plus  a comparison  of 
this  reconstruction  with  the  history  given  by  the 
caretaker.  When  iron  burns  are  characteristic 
in  shape  and  multiple,  they  are  rarely  uninten- 
tional. Single  burns  from  steam  irons  or  curl- 
ing irons  must  be  assessed  carefully  in  relation 
to  burn  location,  age  of  child,  and  the  history 
provided.  The  patterned  burns  from  these 
objects  can  often  be  recognized  as  such  long 
after  healing. 

Cigarette  burns  are  a fairly  common  form  of 
inflicted  injury;  however,  their  shape  and  size 
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is  not  totally  specific  since  other  conditions 
such  as  bullous  impetigo  may  produce  similar 
lesions.  Location,  stage  of  healing,  size,  and 
shape  must  be  considered  in  light  of  the  his- 
tory being  provided. 

Abrasions  and  Lacerations 

Very  young  infants  may  inflict  various  sorts  of 
nicks  to  their  own  skin  or  even  their  eyes 
before  they  gain  control  over  hand  and  arm 
movement,  but  these  lesions  are  unlikely  to  be 
found  beyond  three  months  of  age,  and  they 
have  a characteristic  appearance  familiar  to 
most  pediatricians.  After  three  months  and 
until  the  child  begins  to  walk,  self-inflicted 
injuries  are  confined  to  those  related  to  the 
scratching  of  irritated  skin  areas,  and  again, 
these  marks  are  usually  recognizable. 

Nicks  or  lacerations  produced  by  the  fingers 
of  adults  are  usually  larger  and  may  occur  in 
sites  the  infant  could  not  easily  reach.  Tod- 
dlers and  older  children  are  often  found  with 
fresh  marks  or  old  scars  on  the  skin  that  are 
linear  or  U-shaped  or  demonstrate  other 
shapes  and  patterns  that  may  identify  the 
objects  that  struck  the  child  such  as  doubled 
cords  or  ropes,  belts,  belt  buckles,  sticks,  or 
other  objects  easily  found  in  the  child's  envi- 
ronment. 

Lesions  in  the  Mouth 

Tears  of  the  upper  or  lower  labial  frenula  in 
infants  are  almost  always  inflicted,  whereas  in 
toddlers  this  injury  can  result  from  a fall  while 
the  child  has  something  in  his  mouth.  In  the 
prewalking  infant,  the  presumed  mechanism 
of  injury  is  the  act  of  jamming  something 
forcefully  into  the  mouth,  sometimes  a bottle 
nipple.  Tears  of  the  lingual  frenulum  can  oc- 
cur in  the  same  manner.  Bruising  on  the  tongue 
is  occasionally  seen  as  an  inflicted  injury,  and 
the  tongue  may  be  injured  by  the  teeth  in 
infants  who  are  struck  on  the  jaw.  Bruising  on 
the  inner  aspects  of  the  labial  surfaces  indi- 


cates that  these  areas  have  been  banged 
against  the  teeth  or  gums,  and  while  this  can 
occur  in  a fall  in  toddlers,  it  is  often  seen  in 
younger  infants  as  an  inflicted  injury. 


FRACTURES 

Unexplained  fractures  in  infants  who  were  too 
young  to  be  exposed  to  injury  events  led  to  the 
modern  recognition  of  inflicted  injury  by 
Caffey"  and  Silverman.12  They  remain  a com- 
mon type  of  inflicted  injury. 

Inflicted  fractures  may  present  in  three  differ- 
ent general  ways.  The  child  may  be  brought 
for  care  for  symptoms  attributable  tothe  fresh 
fracture,  such  as  localized  pain,  swelling,  or 
immobility.  The  fracture  may  be  discovered  in 
a totally  incidental  way  such  as  a healed  rib 
fracture  demonstrated  on  a chest  radiograph 
taken  because  of  illness.  Finally,  the  fracture(s) 
may  be  found  on  skeletal  survey  radiography 
obtained  in  a child  who  is  suspected  of  being 
physically  abused  for  some  other  reason.  De- 
termination that  a given  fracture  or  set  of 
fractures  is  inflicted  follows  a process  of  as- 
sessment illustrated  in  Figure  4. 


Figure  4.  Diagnosis  of  inflicted  fractures. 
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A careful  history,  physical  examination,  and 
complete  skeletal  radiographs  are  needed  in 
most  cases.  The  age  and  motor  developmen- 
tal level  of  the  infant  or  child  is  an  important 
factor.  Nuclear  bone  scanning  is  a very  sensi- 
tive way  in  which  to  find  fresh  bone  injuries; 
however,  conventional  radiographs  are  usu- 
ally needed  as  well  because  of  the  lack  of 
detail  and  other  problems  in  interpreting 
nuclear  scans.4  Special  views  may  be  neces- 
sary if  suspicious  lesions  require  better  defini- 
tion. Table  3 illustrates  some  of  the  types  of 
fractures  that  are  inflicted  and  that  are  unin- 
tentional. 

Infants  who  are  not  yet  walking  but  who  are 
beyond  the  immediate  newborn  period  do  not 
commonly  incur  fractures  from  unintentional 
injury  events.  An  infant  who  falls  three  to  four 
feet  to  a hard  surface  on  the  head  may  incur 
a linear  (usually  parietal)  skull  fracture,  but 
long  bone  fractures  are  rare  in  that  circum- 
stance. Metaphyseal  "corner"  fractures  and 
"bucket  handle"  fractures  in  infants  are  almost 
always  inflicted.  Midshaft  fractures  of  the  fe- 
mur and  the  humerus  in  prewalking  infants  are 
almost  always  inflicted,  as  are  rib  fractures  in 
the  same  age  group.  Rib  fractures  in  infancy 
are  rare  in  association  with  cardiopulmonary 
resuscitation,  whereas  this  injury  is  frequently 
seen  in  adults  undergoing  chest  compres- 
sions. 

Multiple  fractures  in  different  stages  of  heal- 
ing are  highly  specific  for  inflicted  injury  un- 
less an  underlying  bone  disease  can  be  diag- 
nosed. 

Clavicle  fractures  are  common  in  newborns  as 
a result  of  birth  trauma  and  are  reasonably 
common  in  active  children  from  falls  on  the 
shoulder.  Fractures  of  the  distal  radius  and 
ulna  are  common  after  walking  begins  as  a 
result  of  falls  on  the  outstretched  hand. 
Midshaft  humeral  fractures  in  young  infants 
are  usually  inflicted  while  supracondylar  hu- 
meral fractures  in  active  young  children  can 


Table  3.  Fractures  - Likelihood  of  being  inflicted 


Very  Likelv 

Possiblv 

Unlikelv 

Infants  (pre-walking) 

Toddlers  and  preschool 

Sll  t 

Rib(s) 

Diaphysis  of 

Distal  radius  or 

long  bones 

ulna 

Metaphysis  of 

Proximal 

Supracondylar 

long  bones 

humerus 

humerus 

Zygoma 

Pelvis 

Clavicle 

Vertebra 

result  from  falls  either  on  the  elbow  itself  or  on 
the  outstretched  hand.  Midshaft  femoral  frac- 
tures, whether  transverse,  oblique  or  spiral, 
occurring  in  prewalking  infants  are  almost 
always  inflicted.  The  situation  is  less  clear  for 
toddlers  and  preschool  children.  A femoral 
fracture  in  this  age  group  should  stimulate  the 
examining  physician  to  take  a careful  history 
about  the  injury  event  and  perhaps  obtain  a 
full  skeletal  survey  in  order  to  exclude  bone 
disease  or  other  injuries  to  normal  bone; 
however,  femoral  fractures  incurred  after  chil- 
dren begin  to  walk  and  run  do  not  "stand 
alone"  as  inflicted  injuries. 

Pathological  fractures  resulting  from  minimal 
trauma  to  abnormal  bone  can  almost  always 
be  diagnosed  by  a radiologist  familiar  with 
infants  and  children.  Almost  all  forms  of  in- 
creased bone  fragility  are  associated  with 
radiologically  recognizable  bone  disease  in- 
cluding osteogenesis  imperfecta.13  Copper 
deficiency  as  a cause  of  increased  bone  fragil- 
ity is  a condition  affecting  infants  with  malab- 
sorption or  who  are  receiving  total  parental 
nutrition  lacking  complete  trace  element  re- 
placement.14 The  extremely  rare  exceptions  to 
this  rule  can  usually  be  recognized  by  features 
of  the  history  or  the  physical  examination. 
Exclusion  of  bone  disease  by  the  radiologist 
usually  requires  that  a complete  skeletal  sur- 
vey including  one  view  of  the  skull  be  ob- 
tained. 
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INTENTIONAL  INTOXICATION 

Infants  and  children  may  be  given  sedative 
drugs  for  a variety  of  reasons  including  the 
suppression  of  crying  or  other  undesirable 
behaviors,  and  the  facilitation  of  sexual  abuse 
of  the  child.  The  drugs  employed  may  include 
a number  of  prescription  drugs,  alcohol,  and 
illegal  substances.  In  addition  to  sedative 
drugs,  children  have  been  abused  by  the  ad- 
ministration of  a wide  variety  of  substances 
including  salt,  pepper,  caustic  cleansers,  and 
laxatives . 


MUNCHAUSEN  SYNDROME  BY  PROXY 

This  condition  is  recognized  when  a parent  or 
caretaker  either  falsely  describes  or  induces 
the  symptoms  of  illness  in  a child  apparently  in 
order  to  involve  the  child  in  a continuing 
process  of  medical  diagnosis  and  care.15  The 
symptoms  are  exceedingly  varied  and  the  mim- 
icking of  illness  is  often  very  skilled  so  that  a 
number  of  physicians  may  be  led  astray  into 
undertaking  all  sorts  of  diagnostic  and  thera- 
peutic maneuvers.  Making  the  diagnosis  usu- 
ally depends  on  an  alert  physician  recognizing 
the  possibility  and  then  assembling  records 
from  the  child's  past  care,  which  may  be  in  a 
large  number  of  places.  While  the  initial  intent 
in  most  cases  appears  to  be  involvement  of 
parent  and  child  in  the  medical  scene,  some- 
times the  parent  induces  increasingly  severe 
symptoms,  and  lethal  outcomes  are  fairly  fre- 
quent in  the  condition.  In  one  recurring  form 
of  the  condition,  the  parent  induces  apnea  by 
suffocating  the  infant  to  the  point  of  uncon- 
sciousness or  seizures  and  then  presents  the 
infant  for  care  in  some  stage  of  recovery  from 
the  hypoxic  episode.  This  form  of  the  problem 
appears  to  carry  a high  risk  for  an  eventually 
lethal  outcome. 

The  caretakers  of  children  who  enter  into  this 
behavior  appear  to  have  absolutely  no  insight 


into  the  harm  they  are  doing  to  their  children, 
and  they  respond  to  confrontation  with  a va- 
riety of  undesirable  behaviors  including  flee- 
ing with  the  child  and  suicide. 


SUFFOCATORY  ABUSE 

Caretakers  may  suffocate  children  without 
seeking  to  involve  them  in  the  medical  care 
process.16  Suffocation  is  almost  impossible  to 
diagnose  unless  someone  observes  the  parent 
in  the  act.  Children  who  die  as  a result  cf 
suffocation  may  not  demonstrate  any  pathol- 
ogy at  all  at  autopsy,  or  they  may  demonstrate 
some  brain  swelling  if  they  have  lived  long 
enough  with  or  after  hypoxia  to  allow  the  brain 
some  time  to  swell. 


CONCLUSION 

The  physical  abuse  of  children  occurs  in  a 
wide  variety  of  ways,  many  of  which  produce 
syndromes  that  can  be  diagnosed  with  a high 
level  of  confidence.  The  interventions  that  are 
often  necessary  go  beyond  conventional  medi- 
cal treatment  into  social  and  legal  arenas.  The 
interruption  of  ongoing  physical  abuse  is  well 
worth  the  considerable  effort  required  of  phy- 
sicians who  encounter  cases.  Ongoing  and 
uninterrupted  abuse  may  lead  eventually  to  a 
fatal  outcome  or  may  produce  profound  psy- 
chological disturbance  in  the  abused  child, 
leading  to  a variety  of  problems  in  later  life. 
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We  evaluated  how  consistently  clinicians  at  two  hospitals  reported  child  abuse  and  neglect,  and  the  utility  of  specific,  operational 
criteria  for  assessing  hospital  clinicians'  compliance  with  the  child  abuse  reporting  laws.  To  evaluate  clinicians'  compliance,  we 
audited  the  medical  records  of  85  children  who  had  been  reported  to  a child  protective  service  (CPS)  agency  by  clinicians  at  either 
of  two  hospitals  and  who  had  been  seen  at  that  hospital  at  least  once  before  the  index  report  of  abuse.  The  time  elapsed  from  first 
hospital  visit  to  index  abuse  report  among  the  85  children  averaged  4.3  years.  In  the  children's  records,  we  identified  28  earlier  reports 
to  the  CPS  agency  and  four  episodes  that  met  criteria  we  developed  but  that  had  not  been  reported.  Thus,  application  of  specific  criteria 
resulted  in  the  finding  that  28  (88  percent)  of  32  suspected  abuse  episodes  were  actually  reported  to  the  CPS  agency  (95  percent 
confidence  interval:  76  to  99  percent).  In  a second  phase  of  the  study,  we  compared  the  content  of  45  reported  episodes  of  child  abuse 
(41  index  reports  and  four  earlier  reports)  to  the  criteria  in  order  to  evaluate  their  utility.  Thirty-five  episodes  (78  percent)  met  one 
of  the  criteria.  Review  of  the  remaining  10  episodes  led  to  the  development  of  one  new  criterion.  We  conclude  that,  although  it  has 
been  estimated  that  hospital  personnel  nationwide  report  to  CPS  agencies  only  69  percent  of  the  child  abuse  cases  they  identify, 
clinicians  at  the  hospitals  we  studied  reported  88  percent  of  documented  episodes  of  suspected  abuse.  We  also  conclude  that  specific, 
operational  criteria  can  help  in  the  assessment  of  hospital  clinicians'  compliance  with  their  obligation  to  report  child  abuse  and  neglect. 


Surveys  of  physicians  spanning  the  past  20 
years  have  repeatedly  led  to  the  conclusion 
that  they  do  not  comply  consistently  with  their 
legal  obligation  to  report  child  abuse  and 
neglect  to  child  protective  service  (CPS)  agen- 
cies.1'5 Hospital  personnel  are  believed  to 
report  to  CPS  agencies  only  about  two-thirds 
of  the  cases  of  child  abuse  and  neglect  that 
they  recognize.6  Barriers  to  compliance  cited 
by  investigators  have  included  physicians'  un- 
certainty about  whether  circumstances  fit  defi- 
nitions or  meet  diagnostic  criteria  for  child 
neglect  and  abuse,1'5  inadequate  knowledge 
about  procedures1  and  about  reporting  obli- 
gations,5 insufficient  or  inconclusive  medical 
evidence,1'3,4  negative  experiences  with  state 
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response  to  previous  reports, 2,3,5  and  fear  that 
reporting  will  harm  the  child,  the  abuser,  or 
the  doctor-patient  relationship.25 

None  of  the  surveys  showing  discrepancies 
between  child  abuse  cases  identified  and  those 
reported  by  physicians  has  been  based  on 
explicit  or  uniform  criteria  for  reportable  child 
abuse.  Specific,  operational  definitions  of 
physical  abuse,  neglect,  sexual  abuse,  and 
emotional  maltreatment  are  not  provided  in 
the  1992  revision  of  the  United  States  Child 
Abuse  Prevention  and  Treatment  Act  of  1974 
(Public  Law  93-247),  in  the  American  Medical 
Association  Diagnostic  and  Treatment  Guide- 
lines on  Child  Physical  Abuse  and  Neglect,7  or 
in  parallel  guidelines  on  sexual  abuse.8 
Ludwig9  has  commented  that  ".  . . the  precise 
definition  of  abuse  remains  elusive  and  diffi- 
cult to  grasp."  The  mandate  of  the  Joint  Com- 
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mission  on  the  Accreditation  of  Healthcare 
Organizations  that  hospitals  develop  "crite- 
ria. . .for  identifying  possible  victims  of  abuse"10 
further  underscores  the  absence  of  specific 
clinical  criteria  for  reportable  child  abuse  and 
neglect. 

In  the  context  of  developing  a hospital  quality 
assurance  plan  in  the  area  of  child  abuse  and 
neglect,  we  undertook  an  exploratory  study  of 
hospital  clinicians'  reporting  of  episodes  that 
met  brief,  specific  guidelines  for  reportable 
child  abuse  and  neglect.  Our  hypotheses  were 
that  clinicians  at  the  study  hospitals  report 
relatively  consistently  to  CPS  episodes  of  child 
abuse  and  neglect  that  meet  specific  criteria, 
and  that  specific,  operational  criteria  for  re- 
portable episodes  of  child  abuse  and  neglect 
in  health  care  settings  can  be  helpful  in  as- 
sessing hospital  clinicians'  compliance  with 
their  obligation  to  report  child  abuse  and 
neglect. 


METHODS 

Minimum  criteria  for  reportable  episodes  of  child 
abuse  and  neglect. 

To  address  the  study  hypotheses,  we  first  for- 
mulated pilot  criteria  for  reporting  the  three 
most  common  forms  of  child  abuse  - neglect, 
physical  abuse,  and  sexual  abuse  - from  health 
care  settings  (Table  1).  Our  goal  was  to  cap- 
ture episodes  that  most  experienced  clinicians 
would  agree  raised  enough  suspicion  of  child 
abuse  to  warrant  a CPS  report.  The  criteria 
were  written  narrowly  for  two  reasons.  First, 
we  sought  to  avoid  arbitrarily  categorizing  as 
errors,  decisions  not  to  report  situations  about 
which  experienced  clinicians  might  disagree, 
such  as  corporal  punishment  that  produces  no 
detectable  injury,  and  injuries  that  might  be 
characterized  by  some  as  accidents  but  by 
others  as  consequences  of  neglect.  Second, 
we  sought  to  avoid  any  implication  that  the 
criteria  included  all  possible  reportable  situa- 
tions. For  example,  the  criteria  do  not  include 
Munchausen  syndrome  by  proxy  and  sexually 
transmitted  diseases  diagnosed  in  children 


less  than  three  years  of  age.  Because  our 
purpose  was  not  to  create  an  encyclopedic  list 
of  reportable  situations,  but  rather  to  identify 
certain  clinical  episodes  as  unambiguously 
reportable,  we  refer  to  the  situations  listed  in 
Table  1 as  minimum  criteria  for  CPS  reporting. 

Table  1.  Minimum  criteria  for  reporting  neglect,  physical 
abuse,  and  sexual  abuse  of  children  from  health  care 
settings. 


General  Criteria 

1 The  child  is  less  than  1 8 years  of  age 

2.  The  abuse  or  neglect  (defined  below)  is  attributed  to  a 
caretaker  as  defined  by  state  CPS  statutes. 

3.  Judgments  about  the  plausibility  or  adequacy  of  explanations 
for  injuries  and  failures  to  obtain  health  care  are  made  by  the 
clinician(s)  involved  in  the  case  at  the  time  of  the  episode. 

4 The  features  of  an  episode  that  fulfill  the  criteria  for  abuse  or 
neglect  (defined  below)  are  documented  in  records  routinely 
kept  by  the  clinician 

Criteria  for  Neglect 

1 . Five  or  more  consecutive,  failed,  previously  scheduled  health 
care  appointments,  either: 

a With  inadequate  reasons  offered  by  the  caretaker  for  the 
appointment  failures,  or 

b.  Despite  two  verbal  or  written  contacts  with  the  caretaker 
to  arrange  follow-up. 

2 Delay  in  seeking  treatment  for  an  injury  or  illness  with  adequate 
or  implausible  explanation  for  the  delay: 

a >24  hours'  delay  for  a highly  symptomatic  condition  (e  g. 
bony  fracture,  full-thickness  burn),  or 

b > 72  hours'  delay  for  a less  symptomatic  condition  (e  g., 
otitis,  mild  diarrhea). 

3 Abandonment  of  a child  for  one  hour  or  longer  at  a health  care 
site  with  inadequate  or  no  explanation  provided  by  the  care- 
taker. 

4 One  major  or  three  minor  injuries  or  illnesses  (including  failure 
to  thrive)  that  could  have  been  prevented  by  elementary  paren- 
tal supervision  or  that  occurred  while  the  caretaker  was  im- 
paired by  alcohol  or  substance  abuse. 

5.  Seriously  or  consistently  inadequate  care  of  a child  at  home, 
attributed  by  the  neglected  child  or  by  a witness  to  a caretaker  * 

Criteria  for  Physical  Abuse 

1 A bony  fracture  or  soft  tissue  injury  of  an  ordinarily  protected 
body  part  (e  g.,  abdominal  organ,  skin  of  the  back,  buttocks, 
periorbital  area,  neck,  or  palms)  that  cannot  be  explained  by  the 
child's  caretaker  or  for  which  the  caretaker  provides  an  implau- 
sible explanation 

2.  Shaken  baby  syndrome,  consisting  of  hemorrhagic  intracranial 
injury  and  retinal  hemorrhages. 

3 Any  physical  injury  that  the  injured  child  or  a witness  to  the 
injury  states  was  inflicted  by  a caretaker. 

Criteria  for  Sexual  Abuse 

1 . Statements  by  a child  that  he  or  she  has  experienced  physical 
sexual  contact  with  a caretaker.  The  caretaker  may  be  either 
an  adult  or  a minor  (e  g , a minor  babysitter). 

2.  Definitive  diagnosis  (based  on  culture  whenever  possible)  of  a 
sexually  transmitted  infection  in  a child  three  years  of  age  or 
older. 

* This  criterion  was  added  after  the  study  was  completed,  as  a result  of  the 

review  of  the  performance  of  the  ohginal  criteria  (See  text  and  Table  4). 
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Strategy  of  record  sampling. 

We  reviewed  medical  records  of  children  who 
had  been  reported  to  CPS  agencies  as  abused 
or  neglected  from  two  hospitals,  one  urban, 
the  other  suburban.  The  urban  hospital  has  a 
pediatric  residency  training  program.  The  sub- 
urban hospital  is  affiliated  with  two  other 
pediatric  residency  training  programs.  We 
selected  medical  records  of  children  reported 
as  abused  instead  of  a general  sample  of 
children's  records  in  order  to  increase  our 
efficiency  at  finding  previous  episodes  of  re- 
portable child  abuse  or  neglect. 

We  identified  medical  records  eligible  for  re- 
view using  the  child  abuse  program  logs  at  the 
two  hospitals.  At  the  urban  hospital,  records 
of  children  reported  for  suspected  neglect, 
physical  abuse,  and  sexual  abuse  during  the 
24  months  between  June  1,  1990,  and  May 
31,  1992,  were  randomly  sampled  and  re- 
viewed. (Sampling  was  necessary  because  re- 
sources were  not  sufficient  to  permit  review  of 
all  eligible  records.)  Sampling  was  accom- 
plished using  a random  numbers  table  based 
on  children's  birth  dates.  At  the  suburban 
hospital,  the  records  of  all  children  reported 
for  suspected  neglect,  physical  abuse,  and 
sexual  abuse  during  the  18  months  between 
July  1,  1990,  and  December  31,  1 99 1 , were 
reviewed. 

Data  collection  and  analysis. 

Data  were  abstracted  from  the  records  by 
medical  students  (S.D.F.,  J.B.)  who  had  been 
carefully  familiarized  with  the  criteria  we  es- 
tablished and  with  general  information  about 
child  abuse  and  neglect.  The  medical  records 
and  abstracted  data  were  then  reviewed  by  the 
principal  investigator  (J.E.P.).  Variables  ab- 
stracted from  the  records  included  demo- 
graphic information,  the  duration  of  the  hos- 
pitals' clinical  observations  of  the  children 
(the  time  elapsed  from  each  child's  first  hospi- 
tal visit  to  the  time  of  the  index  child  abuse 
report),  the  intensity  of  clinical  observation 
during  that  interval  (fewer  than  three,  or  three 


or  more  hospital  visits),  and  the  presence 
during  the  observation  interval  of  prior  child 
abuse  reports  and  of  clinical  episodes  that 
met  the  criteria  for  reporting  neglect,  physical 
abuse,  and  sexual  abuse.  For  every  clinical 
episode  meeting  one  of  the  criteria,  we  noted 
the  discipline  of  the  clinician  making  the  ob- 
servation, the  type  of  abuse  observed,  and 
whether  the  episode  was  reported  to  a CPS 
agency.  By  definition,  every  child  whose  record 
was  audited  had  at  least  one  episode  of  re- 
ported child  abuse  (the  index  episode). 

In  a second  phase  of  the  study,  we  evaluated 
the  performance  of  the  reporting  criteria  them- 
selves. Episodes  - both  reported  and  unre- 
ported - found  during  the  chart  audit  that  fit 
none  of  the  criteria,  but  that  in  the  opinion  of 
the  principal  investigator  represented  rela- 
tively common,  unambiguously  reportable 
forms  of  child  abuse,  were  considered  failures 
of  the  criteria. 

All  records  were  used  to  evaluate  how  consis- 
tently the  hospital  clinicians  reported  episodes 
ofchildabuse.All  recordsfromthe  1991-1992 
sampling  year  at  the  urban  hospital  and  all 
records  from  the  suburban  hospital  were  used 
to  evaluate  the  performance  of  the  criteria. 

The  data  were  analyzed  using  FoxPro.11 


RESULTS 

From  the  urban  hospital,  we  audited  83  medi- 
cal records  of  children  reported  to  CPS  agen- 
cies between  June  1 990  and  May  1 992.  From 
the  suburban  hospital,  we  audited  20  records 
of  children  reported  to  CPS  agencies  between 
July  1990  and  December  1991.  Characteris- 
tics of  the  children  and  of  the  index  episodes 
of  child  abuse  abstracted  from  the  103  au- 
dited records  are  presented  in  Table  2.  The 
time  elapsed  from  first  hospital  visit  to  the 
index  report  of  abuse  averaged  4.3  ± 4.1 
years  for  the  85  children  seen  previously. 
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Table  2.  Characteristics  of  children  and  of  index  episodes 
of abuse. 


Characteristic 

Urban 

Hospital 

Suburban 

Hospital 

Number  of  records  audited 

83 

20 

Mean  age  of  child  at  index 

abuse  episode  (yr  ±SD) 

6.2+  5.7 

5.5  ± 4.6 

Sex  of  child  (%  male) 

49 

55 

Observation  of  child  at  hospital  (%) 

None  before  index  episode 

17 

20 

< 3 prior  visits 

17 

20 

> 3 prior  visits 

66 

60 

Type  of  abuse  in  index  episode  (%) 

Neglect 

43 

40 

Physical  abuse 

33 

40 

Sexual  abuse 

24 

20 

Discipline  of  abuse  reporter*  (%) 

Medicine 

28 

53 

Nursing 

34 

16 

Social  Services/other 

39 

32 

* Two  cases  (urban)  reported  by  hospital-based  child  care  providers 
Discipline  of  one  reporter  (suburban)  unknown 

Confirming  our  expectation  that  our  sampling 
strategy  would  yield  a group  of  children  who 
had  previously  been  at  high  risk  of  abuse,  we 
found  28  earlier  reports  to  CPS  agencies 
concerning  1 7 (20  percent)  of  the  85  children 
who  had  been  seen  at  the  study  hospitals  at 
least  once  before  the  index  episode  of  child 
abuse.  Eight  children  had  been  reported  for 
suspected  child  abuse  once  before  the  index 
episode,  seven  had  previously  been  reported 
twice,  and  two  children  had  been  the  subject 
of  three  earlier  reports.  At  the  time  of  the  first 


reports  of  abuse,  nine  children  had  been  ne- 
glected, four  exposed  to  illicit  drugs  prena- 
tally,  two  physically  abused,  and  one  sexually 
abused.  For  one  child,  the  nature  of  the  first 
episode  of  abuse  was  undocumented.  For  the 
1 6 children  in  whom  the  first  type  of  abuse  was 
known,  the  first  and  the  index  reports  involved 
the  same  kind  of  abuse  in  nine  - seven  ne- 
glected and  two  physically  abused  children. 
Of  four  children  reported  to  CPS  at  birth  for 
prenatal  exposure  to  illicit  drugs,  two  were 
subsequently  neglected  and  one  each  were 
physically  and  sexually  abused.  Two  children 
who  were  first  neglected  were  later  physically 
and  sexually  abused,  respectively.  One  child 
who  had  been  sexually  abused  was  later  physi- 
cally abused. 

The  medical  records  of  the  85  children  seen  at 
the  study  hospitals  at  least  once  before  the 
index  report  of  abuse  contained  four  episodes 
that  met  our  criteria  for  reporting  to  CPS  but 
that  had  not  been  reported  (Table  3).  Two  of 
the  episodes  occurred  in  children  who  had  not 
been  previously  reported  for  suspected  abuse. 
For  a third  child,  two  unreported  episodes  that 
met  our  criteria  occurred  after  two  episodes 
that  had  been  reported.  Thus,  application  of 
our  criteria  resulted  in  the  finding  that  28  of 
32  episodes  of  suspected  child  abuse  (88 
percent;  95  percent  confidence  interval:  76  to 
99  percent)  were  actually  reported  to  CPS 


Table  3.  Episodes  that  met  pilot  criteria  for  reportable  neglect,  physical  abuse,  orsexual  abuse,  but  were  not  reported  to  CPS. 


Episode 

Age/Sex 
of  Child 

Abuse  Type 

Circumstances  of  Episode 

Comment 

1 

5yr/F 

Sexual 

Hospitalization  for  surgical  excision 
of  genital  warts. 

Six  months  later,  warts  recurred,  and  case 
reported  to  CPS. 

2 

4yr/M 

Neglect 

Boy  with  plumbism  refractory  to 
treatment  knowingly  permitted  by 
family  to  reside  in  lead-contaminated  home. 

Fourteen  months  later,  noncompliance 
continued,  and  case  reported  to  CPS. 

3 

3yr/M* 

Physical 

During  medical  examination  preceeding 
foster  home  placement,  boy  stated  his 
mother  had  struck  him  and  had  ecchymosis 
on  right  cheek. 

Presumably,  CPS  report  not  made 
because  clinicians  knew  the  child  was 
entering  foster  care. 

4 4yr/M*  Physical 

'Episodes  3 and  4 involve  the  same  child 

After  two  days'  absence  from  day  care,  boy 
noted  to  have  bruise  on  left  cheek  attributed 
to  a fall  and  two  unexplained  oval  bruises 
above  right  buttock. 

Reports  made  to  CPS  two  months  before 
and  five  months  after  this  episode,  also 
for  minor  soft  tissue  injuries. 
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agencies  by  hospital  clinicians.  There  was  no 
difference  in  the  clinicians'  rate  of  compli- 
ance with  reporting  between  the  1 9 first  epi- 
sodes and  the  1 3 later  episodes  of  reportable 
abuse  in  the  children's  medical  records  (89 
versus  85  percent,  P = NS,  Fisher  exact  test). 

The  medical  records  of  41  children  (21  and 
20,  respectively,  from  the  urban  and  subur- 
ban hospitals)  were  reviewed  to  evaluate  the 
performance  of  the  pilot  reporting  criteria. 
The  children  had  been  the  subjects  of  46  CPS 
reports  (41  index  and  five  prior  episodes  of 
abuse).  Of  the  prior  episodes,  one  involved 
congenital  exposure  to  an  illicit  drug  and 
therefore  could  not  be  compared  to  the  crite- 
ria. Of  the  remaining  45  reported  episodes, 
35  (78  percent)  met  pilot  reporting  criteria. 
The  criteria  met  most  frequently  were  number 
four  for  neglect  (eight  of  1 2 neglect  reports), 
number  three  for  physical  abuse  (11  of  1 5 
physical  abuse  reports),  and  number  one  for 
sexual  abuse  (all  eight  sexual  abuse  reports). 


The  ten  episodes  that  were  reported  but  that 
met  none  of  the  pilot  criteria  are  summarized 
in  Table  4.  Episode  nine  meets  criterion  num- 
ber one  for  physical  abuse  but  was  catego- 
rized as  meeting  no  criterion  because  it  was 
reported  as  sexual  abuse.  Episode  one  led  to 
the  development  of  a new  criterion  for  neglect 
(Table  1),  because  we  considered  that  it  rep- 
resented a common,  unambiguous  manifesta- 
tion of  neglect.  The  episode  did  not  meet 
criterion  number  two  for  physical  abuse  be- 
cause the  child  had  no  injuries  on  physical 
examination.  The  remaining  nine  episodes 
prompted  no  revisions  of  the  original  criteria 
because  we  judged  that  they  involved  situa- 
tions about  which  experienced  clinicians  might 
well  disagree  (episodes  two  through  seven), 
uncommon  situations  (episode  eight),  situa- 
tions covered  by  an  existing  criterion  (episode 
nine),  and  administrative  problems  (episode 
ten).  Of  the  six  episodes  that  we  judged  am- 
biguous, four  were  screened  out  or  unsup- 
ported after  investigation  by  the  CPS  agency. 


Table4.  Episodes  that  were  reported  to  CPS,  butthatdid  notmeet  pilot  criteria  for  reportable  neglect,  physical  orsexual  abuse 


Episode 

Status  of 
Episode 

Age/Sex 
of  Child 

Abuse 

Reported 

Circumstances 

1 

New  criterion 

5yr/M 

Physical 

Six-year-old  sister  reported  recurrent  physical  abuse  and 
neglect  of  child  Child  without  injuries  on  examination 

2 

Ambiguous 

6mo/F 

Neglect 

Premature  infant  with  no  medical  care  since  hospital  discharge 
One  appointment  missed.  Mother  speaks  no  English. 

3 

Ambiguous 

18mo/F 

Sexual 

After  being  watched  by  17-year-old  boy,  child  cried  during 
urination  and  genital  washing 

4 

Ambiguous 

20mo/F 

Sexual 

1-mm  laceration  of  posterior  fourchette  noted  incidentally 
during  preparation  for  bladder  catheterization 

5 

Ambiguous 

22mo/F 

Neglect 

Leg  laceration  from  broken  glass  while  playing  in  basement 
unsupervised  for  two  minutes. 

6 

Ambiguous 

4yr/F 

Neglect 

Ingested  liquid  acetaminophen  left  on  counter  after  mother 
gave  dose  to  sibling. 

7 

Ambiguous 

9yr/M 

Neglect 

Mother  prepared  to  transport  injured  child  by  ambulance  in  T-shirt 
and  shorts  in  winter,  and  to  leave  young  siblings  home  unattended 

8 

Uncommon 

3yr/F 

Neglect 

Passenger  in  car  driven  by  mother  Mother  chased  and  arrested 
by  police  for  heroin  possession.  Child  unharmed 

9 

Meets  criterion  for 
physical  abuse 

8mo/F 

Sexual 

Unexplained  bruise  of  left  eye  and  "apparently  torn"  hymen 

10 

Administrative 

problem 

1 5 mo/M 

Neglect 

Report  made  because  CPS  had  no  record  of  another  hospital 
report  of  medical  neglect 
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DISCUSSION 

In  this  pilot  study  of  medical  records  of  chil- 
dren later  reported  for  suspected  abuse  or 
neglect,  we  found  that  clinicians  at  two  hospi- 
tals reported  to  CPS  agencies  88  percent  of 
episodes  of  suspected  child  abuse  that  they 
had  documented  in  the  children's  medical 
records  and  that  met  the  criteria  we  had 
developed.  This  reporting  rate  by  hospital 
personnel  is  higher  than  that  calculated  in  the 
1986  National  Incidence  Study  (69  percent),6 
and  is  similar  to  rates  found  by  Badger^  (89 
percent  for  physical  abuse;  94  percent  for 
sexual  abuse)  in  a retrospective  study  based 
on  respondents'  recollections  of  their  report- 
ing behavior. 

We  also  found  that  the  criteria  we  devised  to 
identify  reportable  child  abuse  and  neglect 
performed  acceptably.  Of  45  episodes  of  ne- 
glect, physical  abuse  and  sexual  abuse  re- 
ported by  hospital  clinicians  to  CPS  agencies 
and  assessed  in  the  second  phase  of  the  study, 
78  percent  fit  one  of  the  criteria,  and  one 
warranted  the  creation  of  a new  criterion. 

This  pilot  study  has  several  important  limita- 
tions. Resources  permitted  us  to  audit  only  a 
relatively  small  number  of  medical  records. 
Accordingly,  the  confidence  interval  around 
our  estimate  of  hospital  clinicians'  compli- 
ance with  the  child  abuse  reporting  law  is 
wide.  The  level  of  compliance  with  the  child 
abuse  reporting  law  that  we  observed  may  not 
be  generalizable  to  other  patient  samples, 
hospitals,  or  health  care  settings,  in  particular 
because  both  study  hospitals  are  university 
affiliated  and  have  residency  training  pro- 
grams. 

To  the  extent  that  episodes  of  abuse  were  not 
documented  in  children's  medical  records,  we 
may  have  overestimated  hospital  clinicians' 
compliance  with  the  reporting  law.  The  fact 
that  some  of  the  abuse  episodes  we  reviewed 
were  not  first  episodes  could  also  have  led  to 
an  overestimate  of  compliance,  if  chart  notes 


about  earlier  abuse  increased  clinicians'  ten- 
dency to  report  subsequent  events  as  abuse. 
However,  we  found  no  difference  in  the  clini- 
cians' compliance  rates  between  first  and  later 
reportable  abuse  episodes.  That  the  children 
we  studied  were  later  reported  as  abused 
cannot  have  affected  clinicians'  compliance 
in  reporting  first  episodes  of  abuse,  since  the 
clinicians  could  not  know  that  the  children 
would  later  be  reported  to  CPS. 

We  devised  the  sampling  method  used  in  this 
study  to  increase  our  efficiency  at  identifying 
child  abuse  episodes.  Information  available 
at  the  outset  about  the  prevalence  both  of 
child  abuse  (five  percent)12  and  of  failure  to 
report  abuse  (33  percent),6  indicated  that  we 
would  have  to  review  at  least  240  randomly 
selected  medical  records  (more  than  twice  as 
many  as  we  audited)  in  order  to  identify  four 
unreported  episodes  of  abuse  - the  number 
we  found  (33  percent  x 5 percent  x 240  = 4). 
This  study's  result  - that  approximately  12 
percent  of  abuse  episodes  were  not  reported 
- indicates  that  we  would  have  had  to  sample 
at  least  660  medical  records  randomly  to  find 
four  unreported  abuse  episodes  (12  percent  x 
5 percent  x 660  = 4). 

This  study  indicates  that  specific,  operational 
criteria  can  serve  as  an  aid  in  assessing  hos- 
pital clinicians'  compliance  with  their  obliga- 
tion to  report  child  abuse  and  neglect.  The 
study  also  raises  some  considerations  for  po- 
tential future  exploration.  Criteria  for  report- 
able  child  abuse  could  prove  useful  in  educat- 
ing mandated  child  abuse  reporters  about  the 
scope  and  limitations  of  their  obligation  to 
report  and  could  contribute  to  efforts  to  re- 
duce racial,  economic,  or  other  biases  in 
reporting  child  abuse.  Hampton  and 
Newberger  13  have  attributed  such  biases  in 
part  to  the  fact  that  abuse  is  defined  neither 
theoretically  nor  clinically. 

However,  in  any  future  use  of  the  criteria  we 
have  developed,  it  must  be  emphasized  that 
they  do  not  and  are  not  intended  to  encom- 
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pass  the  broad  range  of  reportable  episodes 
of  child  abuse.  Rather,  the  criteria  represent 
an  effort  to  provide  reasonable,  clear  guide- 
lines for  identifying  episodes  of  child  abuse 
that  are  commonly  encountered  in  health  care 
settings  and  that  are  unambiguously  report- 
able.  Criteria  for  identifying  reportable  epi- 
sodes of  child  abuse  from  other  settings,  such 
as  schools,  child  care  centers,  and  mental 
health  service  sites,  will  necessarily  depend  on 
the  type  and  scope  of  information  that  man- 
dated reporters  at  such  sites  elicit  in  the  course 
of  their  routine  activities. 
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SCIENTIFIC  ARTICLE 


Shaken  Baby  Syndrome: 
Inflicted  Cerebral  Trauma 

Committee  on  Child  Abuse  and  Neglect,  1993-1994 

Reproduced  by  permission  of  Pediatrics 
Volume  92,  Number  6,  Pages  872-875,  Copyright  1993 


Physical  abuse  is  the  leading  cause  of  serious  head  injury  in  infants. 1 While  physical  abuse  has 
in  the  past  been  a diagnosis  of  exclusion,  data  regarding  the  nature  and  frequency  of  head  trauma 
consistently  support  a medical  presumption  of  child  abuse  when  a child  younger  than  one  year  of  age  has 
intracranial  injury. 

Shaken  baby  syndrome  is  a serious  form  of  child  maltreatment,  most  often  involving  infants 
younger  than  six  months  of  age  2,3  It  occurs  commonly,  yet  it  is  frequently  overlooked  in  its  most 
subtle  form  and  underdiagnosed  in  its  most  serious  expression.  Caretakers  may  misrepresent  or 
have  no  knowledge  of  the  cause  of  the  brain  injury.  There  is  often  an  absence  of  externally  visible 
injuries.  Given  the  initial  difficulty  of  identifying  a shaken  infant  and  the  variability  of  the  syndrome 
itself,  the  physician  must  be  extremely  vigilant  regarding  any  brain  trauma  in  infants  and  be  familiar 
with  the  radiologic  and  clinical  findings  that  support  the  diagnosis  of  the  shaken  baby  syndrome. 


HISTORICAL 

In  1972,  pediatric  radiologist  John  Caffey4 
popularized  the  term  "whiplash  shaken  baby 
syndrome"  to  describe  a constellation  of  clini- 
cal findings  in  infants,  which  included  retinal 
hemorrhages,  subdural  and/or  subarachnoid 
hemorrhages,  and  little  or  no  evidence  of 
external  cranial  trauma.  One  year  earlier, 
Guthkelch5  had  postulated  thatwhiplash  forces 
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caused  subdural  hematomas  by  tearing  corti- 
cal bridging  veins.  While  many  have  added 
breadth  to  Caffey's  findings,  a challenge  to 
the  presumption  that  the  shaking  alone  is  the 
sole  source  of  the  trauma  has  come  from 
Duhaime  et  al,6  who  found  in  laboratory  set- 
tings that  the  force  of  rapid  deceleration  of  a 
shaken  head  hitting  any  surface,  such  as  a bed 
or  pillow,  may  be  the  basis  for  most  of  these 
serious  injuries.  The  investigators  found  evi- 
dence on  autopsy  to  support  the 
shake-plus-impact  model  of  injury.  This  state- 
ment relates  to  children  with  signs  of  having 
undergone  shaking,  whether  or  not  additional 
injuries  are  present. 


ETIOLOGY 

While  caretakers  may  be  unaware  of  the  spe- 
cific injuries  they  may  cause  by  shaking,  the 
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act  of  shaking/slamming  is  so  violent  that 
competent  individuals  observing  the  shaking 
would  recognize  it  as  dangerous.  Shaking 
may  seem  to  be  a proportionate  response  to 
the  tension  and  frustration  frequently  gener- 
ated by  a baby's  incessant  crying  or  irritabil- 
ity.7 Caretakers  at  risk  for  abusive  behavior 
generally  have  unrealistic  expectations  of  their 
children  and  may  exhibit  a role  reversal, 
whereby  the  parents  expect  their  needs  to  be 
met  by  the  child.8  Additionally,  parents  with 
psychiatric  difficulties  or  those  who  are  expe- 
riencing stress  as  a result  of  environmental, 
social,  biologic,  or  financial  situations  may 
also  be  more  prone  to  impulsive  and  aggres- 
sive behavior.  In  some  cases  it  is  not  clear 
whether  there  was  an  intent  to  inflict  serious 
harm  on  the  infant  by  shaking  or  a desire  to 
stop  the  crying.  In  other  cases,  the  careless 
disregard  for  the  child's  safety  and  the  force 
required  to  account  for  the  intracranial  and 
extracranial  injuries  suggest  an  intent  by  the 
caretaker  to  severely  injure,  if  not  kill,  the 
infant  or  child. 


UNINTENTIONAL  VERSUS 
INFLICTED  INJURIES 

Homicide  is  the  leading  cause  of  injury-related 
deaths  in  infants  (those  younger  than  one  year 
of  age).9  Serious  injuries  in  infants,  particu- 
larly those  that  result  in  death,  are  rarely 
unintentional  unless  there  is  another  clear 
explanation,  such  as  trauma  from  a motor 
vehicle  crash.  Billmire  and  Myers1  found  that 
when  uncomplicated  skull  fractures  were  ex- 
cluded, 95  percent  of  serious  intracranial  in- 
juries and  64  percent  of  all  head  injuries  in 
infants  younger  than  one  year  of  age  were  due 
to  child  abuse.  Bruce  and  Zimmerman3  docu- 
ment that  80  percent  of  deaths  from  head 
trauma  in  infants  and  children  younger  than 
two  years  of  age  were  the  result  of  non- 
accidental trauma.  In  large  groups  of  physi- 
cally abused  children,  brain  trauma  has  repre- 
sented from  7 percent  to  44  percent  of  the 
injuries.10 


CLINICAL  FEATURES  AND  EVALUATION 

Shaken  baby  syndrome  is  characterized  as 
much  by  what  is  obscure  or  subtle  as  by  what 
is  immediately  clinically  identifiable.  A shaken 
infant  may  suffer  only  mild  ocular  or  cerebral 
trauma.  The  infant  may  have  a history  of  poor 
feeding,  vomiting,  lethargy,  and/or  irritability 
occurring  intermittently  for  days  or  weeks  prior 
to  the  time  of  initial  health  care  contact.  The 
subtle  symptoms  are  often  minimized  by  phy- 
sicians or  attributed  to  mild  viral  illnesses, 
feeding  dysfunction,  or  infant  colic.  Most  of- 
ten one  caretaker  is  aware  of  the  true  etiology 
of  the  injuries  and  the  others  are  not.  There 
appears  to  be  a spectrum  of  the  shaken  baby 
syndrome  in  infancy,  and  mild  cases  may 
never  be  diagnosed. 

The  caretaker  who  violently  shakes  a young 
infant,  causing  unconsciousness,  may  put  the 
infant  to  bed,  hoping  that  the  baby  will  later 
recover.3  Thus  the  opportunity  for  early  thera- 
peutic intervention  is  often  lost.11  When 
brought  to  medical  attention,  the  shaken  in- 
fant typically  is  convulsing  or  comatose,  not 
sucking  or  swallowing,  unable  to  follow  move- 
ments, and  not  smiling  or  vocalizing.  The 
comatose  state  may  be  unrecognized  by  care- 
takers and  even  by  some  medical  providers 
who  may  assume  that  the  infant  is  sleeping  or 
lethargic.  Such  infants  often  have  respiratory 
difficulty,  progressing  to  apnea  or  bradycar- 
dia, requiring  cardiorespiratory  resuscita- 
tion.2'3 

There  should  be  a meticulous  search  for  evi- 
dence of  other  injuries  such  as  bruises.  Any 
such  injuries  should  be  documented  with  pho- 
tographs and  examined  sequentially,  looking 
for  progression  of  these  bruises  or  the  delayed 
appearance  of  other  bruises.  In  75  percent  to 
90  percent  of  the  cases,  unilateral  or  bilateral 
retinal  hemorrhages  are  present  but  may  be 
missed  unless  the  child  is  examined  by  a 
pediatric  ophthalmologist  or  experienced  phy- 
sician who  is  familiar  with  the  hemorrhages, 
has  the  proper  equipment,  and  dilates  the 


366 


Del  Med  Jrl,  July  1997,  Vol  69  No  7 


Scientific  Article 


child's  pupils.2,3,12  The  number,  character, 
and  size  of  retinal  hemorrhages  following 
shaking  injury  vary  from  case  to  case.  Retinal 
and  vitreous  hemorrhages  and  non- 
hemorrhagic  changes  including  retinal  folds 
and  traumatic  retinoschisis  are  characteristic 
of  shaken  baby  syndrome.12,13 

At  times  the  diagnosis  is  confused  with  menin- 
gitis and  a spinal  tap  yields  bloody  cere- 
brospinal fluid.2  Centrifuged  spinal  fluid  that 
is  xanthochromic  should  be  interpreted  to  be 
the  result  of  past  cerebral  trauma.  Because  of 
confusing  respiratory  symptoms,  chest  roent- 
genograms often  are  obtained,  and  they  may 
be  normal  or  show  unexplained  rib  fractures. 
Because  blood  is  lostto  the  intracranial  space, 
the  shaken  infant  is  typically  mildly  to  moder- 
ately anemic.14  Clotting  dysfunction  should 
be  assessed  initially  and  followed  up.  Hemor- 
rhagic disease  of  the  newborn  due  to  vitamin 
K deficiency  can  present  as  intracranial  bleed- 
ing in  infants  older  than  one  month.15  El- 
evated transaminase  levels  may  indicate  oc- 
cult liver  injury.16 


RADIOLOGY 

Computed  tomography  (CT)  has  assumed  the 
firstline  role  in  the  imaging  evaluation  of  the 
bra  in- injured  child.  It  adequately  demonstrates 
those  injuries  needing  urgent  intervention, 
although  some  false-negative  studies  occur, 
particularly  early  in  the  evolution  of  cerebral 
edema.17  The  initial  CT  evaluation  should  be 
performed  without  intravenous  contrast  and 
should  be  assessed  by  using  bone  as  well  as 
soft  tissue  windows.  Computed  tomography  is 
generally  the  method  of  choice  for  demon- 
strating subarachnoid  hemorrhage,  mass  ef- 
fect, and  large  extraaxial  hemorrhages 17  It 
may  need  to  be  repeated  after  a time  interval 
or  if  the  neurologic  picture  changes  rapidly.18 

Magnetic  resonance  imaging  (MRI)  is  of  great 
value  as  an  adjunct  to  CT  in  the  evaluation  of 
brain  injuries  in  infants.19  Owing  to  the  lack  of 


universal  availability  of  the  technology,  the 
physical  limitations  of  access  to  MRI  when  life 
support  is  required  for  the  critically  ill  infant  or 
child,  and  insensitivity  to  subarachnoid  blood 
and  fractures,  MRI  is  considered  complemen- 
tary to  CT.  Sato  et  al17  have  demonstrated  a 
50  percent  improvement  in  detection  of  sub- 
dural hematoma  using  MRI  as  compared  with 
CT.  The  ability  to  detect  and  define 
intraparenchymal  lesions  of  the  brain  is  sub- 
stantially improved  by  the  use  of  MRI.  In  Sato 
and  coworkers'  study,17  CT  did  not  miss  any 
surgically  treated  injuries  that  were  detected 
by  MRI.  Magnetic  resonance  imaging  and  CT 
can  date  injuries  and  substantiate  repeated 
injuries  by  documenting  changes  in  the  chemi- 
cal states  of  hemoglobin  in  the  affected  ar- 
eas.17 

A skeletal  survey  including  the  long  bones, 
skull,  spine,  and  ribs  should  be  obtained  as 
soon  as  the  infant's  medical  condition  per- 
mits. Skull  films  are  complemented  by  the  CT 
bone  windows  in  the  detection  of  skull  frac- 
tures. In  one  retrospective  series  of  abused 
children,  skull  films  were  slightly  more  sensi- 
tive and  improved  the  confidence  of  diagnosis 
of  skull  fracture  as  compared  with  CT.17  Skull 
fractures  that  are  multiple,  are  bilateral,  or 
cross  suture  lines  are  more  likely  to  be 
nonaccidental.20  Single  or  multiple  fractures 
of  the  midshaft  or  metaphysis  of  long  bones  or 
rib  fractures  may  be  associated  findings.  Spe- 
cialized views  coned  down  may  be  needed  to 
delineate  subtle  fractures.19  A skeletal  survey 
should  be  repeated  in  two  weeks  to  better 
delineate  new  fractures  that  may  not  be  ap- 
parent until  they  begin  to  heal  (a  process  that 
does  not  begin  for  seven  to  ten  days).19 


PATHOLOGY 

The  cranial  cerebral  injuries  documented  in 
abused  children  depend  on  the  force  or  sever- 
ity of  the  shake  or  shake  plus  impact  and  the 
time  elapsed  from  the  injury.  Subdural  hemor- 
rhage caused  by  shearing  forces  disrupting 
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small  bridging  veins  over  the  surface  of  the 
brain  is  a common  result  of  shaking.4,5  Such 
hemorrhage  may  be  most  prominent  in  the 
interhemispheric  fissure  and  minimal  over  the 
convexities  of  the  hemispheres.3,10  However, 
cerebral  edema  with  or  without  subarachnoid 
hemorrhage  may  be  the  only  finding.  Visible 
cerebral  contusions  are  unusual,  but  diffuse 
axonal  injury  is  probably  frequent.21  Isolated 
or  concomitant  hypoxic-ischemic  damage  may 
result  in  mild  to  severe  cerebral  edema  ini- 
tially and  cerebral  atrophy  and/or  infarction 
as  a later  finding.  Extracerebral  fluid  collec- 
tions over  the  surface  of  the  brain,  cerebral 
atrophy,  and  cystic  encephalomalacia  are 
common  late  sequelae.18  Previous  reports  of 
benign  subdural  effusions  remain  unsubstan- 
tiated since  multidisciplinary  evaluations  in 
those  cases  were  lacking.22 


OUTCOME/CONSEQUENCES 

There  is  an  extraordinarily  high  incidence  of 
morbidity  and  mortality  among  infant  victims 
of  shaking.14,18  In  one  series,  of  those  infants 
who  were  comatose  when  initially  examined, 
60  percent  died  or  had  profound  mental  retar- 
dation, spastic  quadriplegia,  or  severe  motor 
dysfunction.  Others  who  initially  had  seizures, 
irritability,  or  lethargy  with  no  lacerations  or 
infarctions  of  brain  tissue,  who  did  not  have 
severe  intracranial  pressure  increases,  had 
subtle  neurologic  sequelae  or  persistent  sei- 
zures.18 When  these  severely  injured  children 
survive,  they  may  be  blind  or  have  chronic 
subdural  fluid  collections,  enlarging  ventricles, 
cerebral  atrophy,  encephalomalacia,  or 
porencephalic  cysts.18  The  consequence  of 
shaking  to  infants  who  do  not  come  to  medical 
attention  is  presently  unknown. 


CLINICAL/COMMUNITY  MANAGEMENT  OF 
NONACCIDENTAL  HEAD  INJURIES 

Suspicion  of  serious  head  injury  as  a result  of 
maltreatment  must  be  reported  immediately 


to  the  appropriate  authorities  to  provide  for  a 
thorough  investigation  before  the  issues  be- 
come clouded  by  time  and  comparison  of 
explanations  by  caretakers.  The  clinical  team 
should  include  a physician  who.  can  immedi- 
ately resuscitate  and  stabilize  the  baby  while 
diagnostic  radiologic  studies  are  being  done. 
Specialists  in  pediatric  radiology,  neurology, 
neurosurgery,  and  ophthalmology,  as  well  as 
a pediatrician  specializing  in  child  abuse, 
should  form  the  diagnostic  team.  In  rural  or 
medically  underserved  areas  where  one  or 
more  of  these  specialists  are  not  available,  a 
regional  consultation  network  for  child  abuse 
cases  should  be  developed.  Careful  follow-up 
by  this  same  team  is  necessary  to  document 
and  treat  ocular  and  neurologic  sequelae  of 
the  trauma.  A pediatrician  who  works  with  a 
Child  Protection  Team  should  be  available  to 
take  a broad  but  detailed  history  from  the 
caretakers.  Information  regarding  symptom 
onset,  as  well  as  information  regarding  the 
chain  of  caretakers,  needs  to  be  quickly  passed 
on  to  mandated  law  enforcement  and  child 
protection  investigators.  Physicians  can  pro- 
vide interpretation  of  the  likely  scenario,  tim- 
ing, and  nature  of  the  injuries  involved.  If 
notified  promptly,  investigators  may  be  able 
to  provide  reciprocal  service  by  exploring  the 
probable  scene  of  the  injury  and  eliciting 
information  from  the  caretaker  prior  to  the 
time  that  defensive  reactions  have  developed. 
A psychosocial  assessment  of  the  caretakers 
should  be  a part  of  this  comprehensive  team 
approach.  Siblings  or  other  children,  when 
abuse  occurs  in  settings  outside  of  the  home, 
may  have  findings  of  inflicted  trauma  or  re- 
peated shaking.23  Therefore,  child  protection 
assessments  need  to  be  available  immediately 
to  ensure  the  current  and  future  safety  of  these 
children. 


PREVENTION 

As  a part  of  anticipatory  guidance,  the  pedia- 
trician should  ask  about  parental  stress  and 
their  response  to  the  crying  infant  as  well  as 
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advise  parents  regarding  the  risks  of  shaking. 
The  efficacy  of  home  visitation  programs  in 
preventing  intrafamilial  physical  abuse  is  es- 
tablished. Nationwide  home  visitation  pro- 
grams have  been  recommended  by  the  US 
Advisory  Board  on  Child  Abuse  and  Neglect?4 
Showers25  has  evaluated  "Don't  Shake  the 
Baby"  cards,  and  others  have  developed  flyers 
and  used  billboard  displays  to  increase  public 
awareness  of  "The  Shaking  Shocker."  Whether 
or  not  these  educational  efforts  will  prevent 
stressed  adults  from  shaking  babies  needs  to 
be  evaluated.  The  prevention  of  extrafamilial 
abuse  in  out-of-home  settings  is  more  prob- 
lematic. Careful  checking  of  references,  fre- 
quent unannounced  visits,  and  conversations 
with  others  using  the  same  caretaker  may  be 
valuable,  but  there  are  no  data  available  to 
verify  the  efficacy  of  these  preventive  mea- 
sures as  there  are  for  home  visitation  pro- 
grams. 


SUMMARY 

The  shaken  baby  syndrome  is  a clearly  defin- 
able medical  condition.  It  requires  integration 
of  specific  clinical  management  and  commu- 
nity intervention  in  an  interdisciplinary  fash- 
ion. 
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Public  and  professional  awareness  of  sudden  infant  death  syndrome  (SIDS)  has  increased  in  the  28 
years  since  the  establishment  of  the  National  Sudden  Infant  Death  Foundation,  now  called  the  National 
SIDS  Alliance. ' Similarly,  awareness  of  child  abuse  has  increased  in  the  30  years  since  the  publication 
of  the  first  article  on  the  battered  child.2  In  the  majority  of  cases,  when  an  infant  younger  than  one 
year  dies  suddenly  and  unexpectedly,  the  cause  is  SIDS.  Sudden  infant  death  syndrome  is  far  more 
common  than  infanticide.  In  a few  difficult  cases,  legitimate  investigations  for  possible  child  abuse 
have  resulted  in  an  insensitive  approach  to  grieving  parents  or  caretakers.  This  statement  provides 
professionals  with  information  and  guidelines  to  avoid  distressing  or  stigmatizing  families  of  SIDS 
victims  while  allowing  accumulation  of  appropriate  evidence  in  the  uncommon  case  of  death  by  infanticide. 


INCIDENCE  AND  EPIDEMIOLOGY 


Sudden  infant  death  syndrome,  also  called 
crib  or  cot  death,  is  "the  sudden  death  of  an 
infant  under  one  year  of  age  which  remains 
unexplained  after  a thorough  case  investiga- 
tion, including  performance  of  a complete 
autopsy,  examination  of  the  death  scene,  and 
a review  of  the  Jinical  history.10  Sudden  infant 
death  is  the  most  common  cause  of  death 
between  one  and  12  months  of  age.  Eighty 


The  recommendations  in  this  statement  do  not  indicate  an  exclusive 
course  of  treatment  or  procedure  to  be  followed.  Variations,  taking 
into  account  individual  circumstances,  may  be  appropriate. 
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percent  of  cases  occur  before  age  five  months, 
with  a peak  incidence  between  two  and  four 
months  of  age.  Sudden  infant  death  syndrome 
occurs  in  1.5  to  2 per  1 ,000  live  births, 
resulting  in  6,000  to  7,000  infant  deaths  each 
year  in  the  United  States.4  While  rates  of  infant 
mortality  from  other  causes  have  declined 
over  the  past  decade  in  the  United  States,  the 
incidence  of  SIDS  has  not  changed  apprecia- 
bly. 

Death  due  to  SIDS  is  much  more  common  than 
death  due  to  recognized  child  abuse.  It  is 
uncommon  for  death  due  to  child  abuse  to  be 
confused  with  SIDS.  Although  precise  data  are 
lacking,  authors  of  a recent  article  estimate 
that  less  than  five  percent  of  apparent  SIDS 
deaths  are  actually  due  to  abuse.5  In  one 
recent  study,  170  infants  dying  suddenly  and 
unexpectedly  were  given  full  postmortem  evalu- 
ations including  autopsy,  full-body  radio- 
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graphs,  and  viral  and  bacterial  cultures.  Of 
the  170  deaths,  101  (59.4  percent)  were 
classified  as  SIDS  and  61  (35.9  percent)  were 
attributed  to  natural  causes  other  than  SIDS. 
Six  infants  (3.5  percent)  died  as  a result  of 
abuse  or  neglect,  and  two  other  infants  (1  .2 
percent)  died  under  questionable  circum- 
stances.6 To  comfort  a family  whose  infant 
has  died  unexpectedly,  in  the  absence  of  evi- 
dence of  injury,  an  immediate  diagnosis  of 
"probable  SIDS"  can  be  given.  This  diagnosis 
conveys  to  the  family  that  they  could  not  have 
prevented  their  infant's  death,  and  is  correct 
about  95  to  98  percent  of  the  time. 


ETIOLOGY 

Despite  nearly  three  decades  of  intensive  study, 
the  etiology  of  SIDS  is  unknown.  There  is  no 
diagnostic  test  for  SIDS.  Recent  research  has 
focused  on  such  diverse  causes  as  sleep  ap- 
nea, arousal  mechanisms,  sleep-state  organi- 
zation, cardiac  arrhythmias,  thermoregula- 
tion abnormalities,  occult  viral  infection,  in- 
fant medications,  sleeping  position,  allergy, 
metabolic  disease,  chronic  hypoxia,  and  au- 
tonomic instability.4,710  In  the  past,  many 
causes  of  SIDS  have  been  postulated  and 
have  either  remained  unconfirmed  or  have 
been  disproved. 

Risk  factors  associated  with  a higher  incidence 
of  SIDS  include  the  following:4,8 

• low  socioeconomic  status; 

• an  unmarried  mother; 

• maternal  age  younger  than  20  years  at 
first  pregnancy  or  younger  than  25  years 
during  subsequent  pregnancies; 

• maternal  smoking  during  pregnancy; 

• illicit  drug  use  during  pregnancy; 

• inadequate  prenatal  care; 

• an  interval  of  less  than  12  months  since 
the  preceding  pregnancy; 

• prematurity; 


• low  birth  weight; 

• low  APGAR  scores; 

• prone  sleeping  position.9 

Unfortunately,  many  factors  associated  with  a 
higher  risk  of  sudden  infant  death  are  also 
associated  with  an  increased  risk  of  child 
abuse  and  other  causes  of  infant  mortality. 


CLINICAL  PRESENTATION 

The  typical  presentation  in  SIDS  is  the  sudden 
unexpected  death  of  a seemingly  healthy  in- 
fant. SIDS  deaths  are  more  common  during 
winter  months.  The  infant  may  have  been 
suffering  from  a mild  upper  respiratory  or 
gastrointestinal  infection,  and  fed  before  tak- 
ing a nap  or  sleeping  at  night.  After  some 
hours  unobserved,  the  infant  is  found  dead. 
Death  is  silent  and  occurs  during  apparent 
sleep.  A review  of  the  medical  history,  scene 
investigation,  radiographs,  and  autopsy  are 
unrevealing. 


PATHOLOGY 

Pathologists  establish  the  diagnosis  of  SIDS  by 
exclusion  when  they  are  unable  to  identify 
other  specific  causes  for  a child's  death.11  The 
pathologic  feature  considered  characteristic, 
but  not  pathognomonic,  of  SIDS  is  intratho- 
racic  petechiae.8 

The  autopsy  finding  of  intrathoracic  petechiae 
(on  the  thymus,  heart,  lungs,  parietal  pleura, 
pericardium,  and  diaphragmatic  pleura)  is 
suggestive,  but  not  diagnostic,  of  SIDS.  Re- 
search on  animals  indicates  that  intrathoracic 
petechiae  can  be  caused  by  induced  airway 
obstruction  or  by  oxygen  deficit  in  inspired  air 
without  obstruction.  Petechiae  are  more  com- 
mon after  repeated  tracheal  occlusion  and 
vigorous  efforts  to  breathe.  In  humans,  pete- 
chiae are  seen  following  suffocation  and  more 
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commonly  in  suffocated  neonates  than  suffo- 
cated adults.  Intrathoracic  petechiae  are  found 
in  known  cases  of  infant  suffocation,  carbon 
monoxide  asphyxia,  and  drowning,  but  seem 
to  be  more  common  in  SIDS.12 


THE  IMPORTANCE  OF  AUTOPSY,  SCENE 
INVESTIGATION,  AND  CASE  REVIEW 

Without  a complete  autopsy,  a careful  scene 
investigation,  and  a review  of  the  medical 
history,  a diagnosis  of  SIDS  cannot  be  made. 
Without  these  measures,  progress  in  the  un- 
derstanding of  SIDS  is  inhibited,  cases  of  child 
abuse  and  neglect  may  be  missed,  familial 
genetic  diseases  may  go  unrecognized,  public 
health  threats  may  be  overlooked,  inadequate 
medical  care  may  go  undetected,  and  product 
safety  issues  will  not  be  identified.  Through 
thorough  investigation  of  apparent  SIDS 
deaths,  the  potential  hazards  of  products  in- 
cluding defective  infant  furniture,  water  beds, 
and  bean  bag  mattresses  have  been  identified 
and  remedied. 13,14 

A death  should  be  ruled  as  due  to  SIDS  when: 

• a complete  autopsy  is  done,  including 
cranium  and  cranial  contents,  and  au- 
topsy findings  are  compatible  with  SIDS; 

• there  is  no  gross  or  microscopic  evi- 
dence of  head  trauma,  intracranial  in- 
jury, cerebral  edema,  cervical  cord  in- 
jury, retinal  hemorrhage,  or  mechanical 
asphyxia; 

• there  is  no  evidence  of  trauma  on  skel- 
etal survey;15 

• other  causes  of  death  are  adequately 
ruled  out,  including  meningitis,  sepsis, 
aspiration,  pneumonia,  myocarditis,  ab- 
dominal trauma,  dehydration,  fluid  and 
electrolyte  imbalance,  significant  con- 
genital lesions,  inborn  metabolic  disor- 
ders, carbon  monoxide  asphyxia,  drown- 
ing, or  burns;  and 

• there  is  no  evidence  of  current  alcohol, 
drug,  or  toxic  exposure. 


A group  of  experts  assembled  by  the  National 
Institutes  of  Health  has  stated  that  infant  deaths 
"without  postmortem  examination  should  not 
be  diagnosed  as  SIDS.  Cases  that  are  autop- 
sied  and  carefully  investigated  but  which  re- 
main unresolved  may  be  designated  as  unde- 
termined, unexplained,  or  the  like."3 

There  is  a small  subset  of  infants  who  die 
unexpectedly,  whose  deaths  are  attributed  to 
SIDS,  but  who  may  have  been  smothered  or 
poisoned.  Autopsy  cannot  distinguish  death 
by  SIDS  from  death  by  suffocation.8,11  A study 
of  infants  suffocated  by  their  parents  indicates 
that  certain  features  should  raise  the  possibil- 
ity of  suffocation.  These  include  previous  epi- 
sodes of  apnea  in  the  presence  of  the  same 
person,  previous  unexplained  medical  disor- 
ders such  as  seizures,  age  at  death  older  than 
six  months,  and  previous  unexpected  or  unex- 
plained deaths  of  one  or  more  siblings  or  the 
previous  death  of  infants  under  the  care  of  the 
same,  unrelated  person.16 

If  appropriate  toxicological  tests  are  not  done, 
the  few  deaths  due  to  accidental  or  deliberate 
poisoning  will  be  missed6,11  Two  recent  stud- 
ies indicate  that  occult  cocaine  exposure  is 
widespread  and  potentially  lethal.  One  re- 
viewer found  that  17  of  43  infants  (40  percent) 
who  died  before  two  days  of  age  without  an 
obvious  cause  of  death  at  autopsy  had  toxico- 
logic evidence  of  cocaine  exposure.17  A sec- 
ond review  of  600  infant  deaths  revealed 
evidence  of  cocaine  exposure  in  1 6 infants 
(2.7  percent)  younger  than  eight  months  who 
died  suddenly  and  unexpectedly.18  The  rela- 
tionship between  cocaine  exposure  and  infant 
death  found  in  these  studies  is  not  clear. 


MANAGEMENT 

The  appropriate  professional  response  to  any 
child  death  is  compassionate,  empathic,  sup- 
portive, and  nonaccusatory . At  the  same  time 
it  is  vital  to  discover  the  cause  of  death  if 
possible.  Unless  there  is  a history  of  signifi- 
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cant  antecedent  illness  or  there  are  obvious 
injuries,  the  parents  can  be  told  that  death 
appears  to  be  due  to  SIDS,  but  that  only  with 
a thorough  scene  investigation,  postmortem 
examination,  and  review  of  records  can  other 
causes  be  excluded.  It  can  be  explained  to  the 
parents  that  these  procedures  will  enable  them 
and  their  physician  to  understand  why  their 
infant  died  and  how  other  children  in  the 
family,  including  children  born  later,  might  be 
affected. 

The  family  is  entitled  to  an  opportunity  to  see 
and  hold  the  infant  once  death  has  been 
pronounced.  A protocol  may  help  in  planning 
how  and  when  to  address  the  many  issues  that 
require  attention,  including  baptism,  grief 
counseling,  funeral  arrangements  and  reli- 
gious support,  cessation  of  breast  feeding, 
reactions  of  surviving  siblings,19'20  and  the  risk 
of  SIDS  in  subsequent  siblings.  All  parents 
should  be  provided  with  information  about 
SIDS  and  the  telephone  number  of  the  local 
SIDS  support  group. 

The  majority  of  sudden  infant  deaths  occur  at 
home.  Parents  are  shocked,  bewildered,  dis- 
tressed and  often  feel  responsible.  Parents 
innocent  of  blame  in  their  child's  death  feel 
guilty  nonetheless,  imagining  ways  in  which 
they  might  have  contributed  to  or  prevented 
the  tragedy.11-19  When  it  is  appropriate,  par- 
ents should  be  reassured  that  neither  they  nor 
a physician  could  have  prevented  their  infant's 
death.  Inadvertent  comments  as  well  as  nec- 
essary questioning  by  medical  personnel  and 
investigators  are  likely  to  cause  additional 
stress. 

It  is  important  for  those  in  contact  with  parents 
during  this  time  to  be  supportive  while  at  the 
same  time  conducting  a thorough  investiga- 
tion. Personnel  in  first  response  teams  should 
be  trained  to  make  observations  at  the  scene 
such  as  the  position  ofthe  infant,  marks  on  the 
body,  body  temperature  and  rigor,  type  of  bed 
or  crib  and  any  defects,  amount  and  position 
of  clothing  and  bedclothes,  room  tempera- 
ture, type  of  ventilation  and  heating,  and 


reaction  of  the  caretakers.  Paramedics  and 
emergency  room  personnel  should  be  trained 
to  distinguish  normal  findings  such  as  post- 
mortem anal  dilation  and  lividity  from  trauma 
due  to  abuse.11'22'23 

A family's  anxiety  can  be  further  increased  if 
there  is  a delay  in  notification  of  the  autopsy 
results.  In  most  cases  parents  can  be  informed 
promptly  of  the  results  of  the  gross  autopsy 
without  waiting  for  the  microscopic  examina- 
tion results. 

In  many  states  multidisciplinary  teams  have 
been  established  to  review  child  fatalities?4 
Sharing  data  among  agencies  helps  ensure 
that  deaths  due  to  child  abuse  are  not  missed 
and  that  surviving  and  subsequent  siblings  are 
protected.  Some  child  fatality  teams  routinely 
review  deaths  due  to  apparent  SIDS.  These 
teams  should  include  physicians  or  other  pro- 
fessionals with  expertise  in  SIDS. 

The  American  Academy  of  Pediatrics  endorses 
the  following  management  scheme  for  evalu- 
ating sudden  and  unexpected  infant  deaths: 

• universal  performance  of  autopsies  on  in- 
fants dying  suddenly  and  unexpectedly,25 

• a standardized  protocol  for  child  deaths?9'26 

• prompt  notification  to  the  family  of  the 
autopsy  results; 

• use  of  the  term  SIDS  when  appropriate; 

• training  of  first  response  teams; 

• counseling  for  parents  of  SIDS  victims; 
and 

• follow-up  through  the  pediatrician's  of- 
fice or  the  public  health  department. 

If  all  professionals  involved  in  handling  infant 
deaths  are  well  trained  and  cooperate  in  a 
multidisciplinary  approach,  most  deaths  due 
to  child  abuse  can  be  distinguished  from  sud- 
den infant  deaths  and  grieving  families  treated 
with  compassion.  If  we  are  able  to  alter  the 
risk  factors  common  to  child  abuse  and  SIDS, 
we  may  be  able  to  decrease  the  incidence  of 
both . 
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OPERATION  SMILE  - DELAWARE 

Mention  the  words  "child  abuse"  and  ugly 
scenarios  usually  come  to  mind.  There  is, 
however,  another  more  subtle  type  of  abuse  that 
some  special  children  must  endure.  Children  with 
cleft  lips,  facial  tumors,  or  portwine  stains  are 
sometimes  ridiculed  and  excluded  from  normal 
play  activities  because  they  are  viewed  as  different 
by  their  peers.  What  is  worse,  total  strangers  often 
aggravate  the  situation  by  asking  "What  is  wrong 
with  your  child?"  While  the  problem  is  bad  enough 
in  America,  some  cultures  even  ostracize  such 
children  from  society,  condemning  them  to  a life  of 
shame  and  misery. 

One  organization  has  recently  been  formed  in 
Delaware  to  offer  hope  to  children  and  young 
adults  in  need  of  corrective  surgery.  Operation 
Smile,  a private,  nonsectarian,  nonprofit  volunteer 
medical  organization,  provides  reconstructive 
surgery  to  individuals  in  Delaware  and  developing 
countries.  Only  in  its  second  year  of  operation, 
the  Delaware  chapter  is  headed  by  Dr.  Vinay  M. 


Nadkarni  and  George  Rudloff,  R.N.,  and  is 
composed  of  a small,  but  dedicated,  group  of 
volunteers,  both  medical  professionals  and 
laypersons. 

With  no  funding,  no  paid  administrative  staff,  and 
not  even  an  office  to  work  out  of,  the  members  of 
the  Delaware  chapter  of  Operation  Smile  are 
determined  to  provide  help  for  children  in  need. 
This  summer,  for  instance,  at  least  four  members  of 
the  chapter  (and  possibly  more)  will  travel  to 
Thailand  as  part  of  a larger  contingent  of 
Operation  Smile  personnel  from  other  states. 
Funding  for  such  activities  comes  largely  from 
private  donations  and  from  scheduled  fund  raisers 
such  as  the  second  annual  Miles  for  Smiles  5K  Run/ 
Walk  scheduled  for  August  6 at  the  duPont 
Hospital  for  Children  and  Nemours  Mansion 
grounds. 

The  goal  of  the  Delaware  chapter  is  to  see  that 
every  child  in  Delaware  in  need  of  reconstructive 
surgery  shall  have  access  to  proper  medical  care. 
By  creating  a volunteer  bridge  between  the 
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community,  businesses,  hospitals,  and  talented 
medical  professionals,  we  can  all  help  these 
children  dare  to  smile  openly!  It  is  hoped  that  with 
proper  funding  and  support  from  the  local 
community.  Operation  Smile-Delaware  will  soon 
reach  the  level  of  activity  of  other  states  such  as 
Tennessee,  which  recently  provided  reconstructive 
surgery  for  22  children  in  one  weekend. 

The  Delaware  chapter  meets  at  6:00  PM  the  third 
Wednesday  of  each  month  in  Room  1 F-51  at  the 
duPont  Hospital  for  Children,  and  welcomes 
visitors  and  new  members.  To  learn  more  about 
Operation  Smile,  or  to  make  a contribution, 
please  call  (302)  529-0724. 


PARENTING  TIPS  FOR  FATHERS 

Fathers  have  a special  place  in  their  children's 
lives.  Children  whose  fathers  take  an  active  part  in 
their  daily  lives  tend  to  be  more  well-adjusted  and 
better  equipped  for  success.  It's  not  easy  being  a 
father,  but  don't  think  that  you  aren't  as- important 
as  the  mother.  Your  roles  may  not  always  be  the 
same,  but  your  interest  in  your  children  can  make 
a significant  difference.  Be  proud  of  your 
responsibilities  and  your  efforts.  Children  don't 
need  perfect  fathers  - they  need  caring  and 
involved  fathers. 

According  to  duPont  Hospital  for  Children  and  the 
National  Committee  to  Prevent  Child  Abuse,  there 
are  several  things  fathers  can  do  to  become  more 
involved  in  their  children's  lives  and  show  their 
children  how  important  they  are  to  them. 

Show  that  you  care 

Give  your  children  hugs  and  kisses  often  - 
children  need  physical  comfort  and  contact 
from  fathers. 

Tell  them  how  much  they  mean  to  you. 

Praise  their  efforts,  especially  when  they  don't 
succeed.  Teach  the  importance  of  doing  their 
best. 


Give  guidelines  for  conduct 

Give  your  children  rules  and  make  sure  your 
rules  are  clear  to  them.  Don't  say  "maybe" 
when  you  mean  "no". 

Explain  your  rules.  It's  important  for  children 
to  understand  why  they  need  to  follow  those 
rules. 

Be  consistent  with  your  rules.  Children  get 
confused  when  you  seem  to  change  your  mind 
without  reason. 

Use  effective  discipline  to  help  children 
develop  self-control.  Set  limits  and  encourage 
children  to  feel  good  about  themselves. 

Communicate  with  care 

Look  directly  at  your  children  when  they  talk  to 
you . 

Gain  your  children's  trust  by  listening  to  them 
when  they  come  to  you  with  a problem. 
Children  welcome  guidance,  but  are  not  likely 
to  listen  to  lectures. 

Be  honest  with  your  children.  Admit  your 
mistakes  and  teach  your  children  the 
importance  of  taking  responsibility  and 
making  amends. 

Become  your  child's  educator 

Tell  your  children  that  they  can  come  to  you 
with  any  questions,  otherwise  they  may  receive 
inappropriate  answers  from  other  people. 

Remember  that  you  are  your  children's  role 
model.  They  are  looking  to  you  to  learn  how 
a responsible  and  mature  adult  acts. 

Do  household  chores  with  your  children. 
Make  them  feel  good  about  helping  you  and 
teach  them  that  fathers  also  share  household 
duties. 

Encourage  your  children  to  think  for 
themselves.  Guide  and  help  them  with  their 
decision-making  process. 
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Recovery  at  home 
just  got  a little  easier. 


Home  Medical  Equipment  is 

often  an  essential  component 
in  a patient’s  plan  of  care  — 
especially  home  care.  What  could  be 
more  natural  than  Home  Medical 
Equipment  from  the  Visiting  Nurse 
Association? 

We  have  combined  the  quality, 
efficiency,  and  cost-effectiveness  of 
VNA  home  healthcare  services  with 
Home  Medical  Equipment.  Now 
with  one  phone  call,  you  can  bring 
complete  home  healthcare  to  your 
patients. 

Statewide  and  regional  free 
delivery,  professional,  guaranteed  four- 
hour  delivery,  and  contracts  with  most 
healthcare  plans. 

Call  1-888-VNA-0001. 


m 


Visiting  Nurse 
Association 
Id  e l a w a r e|  of  Delaware 
75  Tears  of  Caring 


Each  year,  more  than  6,000  children  like  Adam  learn  all  about  cancer  and 
other  catastrophic  illnesses  when  they're  stricken  with  deadly  diseases. 

Fortunately,  these  children  have  a fighting  chance  at  surviving  cancer  — 
the  No.  1 killer  disease  of  children  — because  of  strides  St.  Jude  doctors 
and  scientists  are  making  every  day  in  treatment  and  research.  With  your 
support,  St.  Jude  Children's  Research  Hospital  is  helping  children  all  over 
the  world  live. 

To  find  out  more  about  5t.  Jude'5  life-saving  work,  write  to: 

5t.  Jude  Hospital  • P.O.Box  370U,  Dept. DA  • Memphis,  T/\/  38103,  or  call: 

1-800-877-5833 


- ST.  JUDE  CHILDREN’S 
% RESEARCH  HOSPITAL 

Danny  Thomas,  Founder 


MEMBERSHIP  UPDATE  - NEW  CASTLE  COUNTY  MEDICAL  SOCIETY 


Anjali  Arora,  M.D 
HeallhCare  Center  at  Christiana 
200  Hygeia  Drive 
Newark,  DE  19714 

University  of  Medicine  & Dentistry  of  NJ  - 1993 
Pediatrics  (1  996) 

Susan  M.  Connelly,  M D 
Medlab  Clinical  Testing  Inc. 

2 1 2 Cherry  Lane 
New  Castle,  DE  19720 
Albany  Medical  Collete  - 1985 
Pathology,  Anatomic  & Clinical  (1990) 
Cytopathology  (1994) 

Elizabeth  A.  Jackovic,  D.O. 

The  HealthCare  Center  at  Christiana 
200  Hygeia  Drive 
Newark,  DE  19714 

The  Phil.  College  of  Osteopathic  Medicine  - 1 989 
Family  Practice  (1992) 


Joan  T.  Mobley,  M.D. 

Medlab,  Inc. 

P.O.  Box  10770 

Wilmington,  DE  19850-0770 

Howard  University  College  of  Medicine  - 1970 

Anatomic  & Clinical  Pathology  (1976) 

Brian  H.  Sorter,  M.D. 

620  Stanton  Christiana  Road 
Suite  302 

Newark,  DE  19713 

New  York  University  School  of  Medicine  - 1990 
Cardiology 


Think  kids  today  are  more  trouble? 
Think  they  need  help? 


They  Need,  You! 

We  are  looking  for  people  of  all  stripes  (age,  sex,  creed,  color  make  no  difference) 
to  be  "Unit  Commissioners"  — volunteer  consultants  — to  Cub  Scout  Packs,  Boy 
Scout  Troops  and  Explorer  Posts  for  about  5 hours  a month.  You  don't  need 
Scouting  experience,  only  a desire  to  listen,  learn  and  lend  a hand. 

Call  Jeffrey  Vaughn  at  (302)  652-3741 
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The  Delaware  Medical  Journal  is  a monthly 
publication  of  the  Medical  Society  of  Delaware. 
The  Journal  reaches  approximately  75  percent 
of  the  state's  physicians,  as  well  as  medical 
libraries,  and  hospitals;  its  circulation  is  approxi- 
mately 1 ,630. 

Full-,  half-  and  quarter-page  advertisements  are 
accepted.  Half-  and  quarter-page  ads  may  be 
either  vertical  or  horizontal.  The  Journal  can 
provide  such  services  as  four-color  or  matched 
color  ads;  camera  work  (halftones,  line  shots); 
and  typesetting. 

Closing  for  space  reservations  is  the  first  of  the 
month,  two  months  prior  to  publication.  Closing 
for  materials  is  the  first  of  the  month,  one  month 
prior  to  publication. 

All  advertisements  are  subject  to  approval  by  the 
Publications  Committee  of  the  Medical  Society 
of  Delaware. 

For  a media  kit  or  for  more  information,  call 
Kristine  Riccardino  at  302/658-7596  or  800/ 
348-6800  (Kent  or  Sussex  Counties). 
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The  Optimum 
Referral  Option 


Ui 


ARBORS  AT  NEW  CASTLE 


Subacute  and  Rehabilitation  Center 
32  Buena  Vista  Drive 
New  Castle.  DE  19720 


The  Arbors  at  New  Castle 
Subacute  and  Rehabilitation 
Center  is  a 120-bed  Center 
specializing  in  providing  the 
area's  finest  subacute, 
rehabilitation  and  basic 
healthcare  services. 

In  today's  cost  conscious 
environment,  healthcare 
roviders  are  increasingly 
eing  asked  to  produce 
optimal  medical  results  at 


minimal  costs.  That's 
precisely  what  the  Arbors 
at  New  Castle  is  designed, 
staffed  and  equipped  to  do. 

When  combined  with 
our  physician-driven 
interdisciplinary  team 
approach  to  delivering 
care,  our  subacute  care  helps 
high  acuity  patients  recover 
quickly,  at  costs  that  are 
30-60%  less  than  comparable 
care  in  an  acute  care  setting. 


In  addition  to  our  basic 
healthcare  services,  we 
provide  care  through 
specialized  subacute 
programs  in  the  areas  of: 

▲ Respiratory 

▲ Medical  Rehabilitation 

▲ Digestive  Diseases 

▲ Cardiac  Recovery 

▲ Infusion  Therapy 

▲ Wound  Care 


For  more  information 
and  a copy  of  our  video 
call  328-2580. 


What  if  your  investment  manager 
could  add  something  unique  to  your  portfolio? 


like  maybe  150  years  of  experience. 


For  more  than  150  years,  PNC  Bank  has  been 
helping  individuals  create  and  build  .wealth. 
We  start  by  gaining  a thorough  understanding 
of  you  and  your  asset  management  and  estate 
planning  needs.  We  draw  upon  our  highly- 
regarded  investment  research — the  same  research 
used  by  over  250  other  investment  firms  around 
the  world — to  identify  opportunities  for  you. 


Then  we  apply  our  blended  investment  style 
and  disciplined  risk  management  process  to 
help  you  meet  your  investment  goals.  Finally,  our 
professionals  work  closely  with  your  legal,  insurance 
and  tax  advisors  to  develop  and  implement  an 
estate  plan  that  fully  meets  your  personal 
objectives.  Find  out  the  difference  our  experience 
can  make.  Call  John  Amalfitano  at  (302)  429-2025. 


PNC  PRIVATE  BANK 

SM 

Visit  us  on  the  World  Wide  Web.  Our  address  is  http://ivunv.pncbank.com 


Investments  • Trusts  • Banking  Services 


PNC  Private  Bank  is  a service  mark  of  PNC  Bank  Corp.  Banking  and  trust  services  are  provided  as  follows:  Pennsylvania  and  Newjersey,  PNC  Bank,  National 
Association;  in  Massachusetts  and  Connecticut,  PNC  Bank,  New  England;  in  Delaware,  PNC  Bank,  Delaware;  in  Ohio  and  northern  Kentucky,  PNC  Bank,  Ohio, 
National  Association;  in  western  Kentucky,  PNC  Bank,  Kentucky,  Inc.;  in  Indiana,  PNC  Bank,  Indiana,  Inc.;  in  Florida,  PNC  Bank  FSB.  Membeis  FDIC. 
Brokerage  services  are  offered  through  PNC  Brokerage  Corp,  a registered  broker-dealer  and  member  SIPC.  PNC  Brokerage  Corp  is  a subsidiary'  of 

PNC  Bank,  National  Association,  which  is  not  a broker-dealer. 
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Community  Imaging  Center 
At  Limestone  Meets 
All  Your  Medical  Imaging  Needs, 


Limestone  Medical  Center 

1941  Limestone  Road,  Suite  214 

Wilmington,  DE  19808 

Telephone:  (302)  892-6200 

Fax:  (302)  892-6206 

Internet:  www . commu nitymed. com 


David  S.  Grubbs,  M.D.,  FACC,  FACP 
Medical  Director 

Frank  DiGregorio,  CNMT,  RDMS 
Director  of  Diagnostic  Imaging 


Community  Imaging  Center  Offers: 


Therapy 

1- 131  Thyroid  Ablation 
Strontium/Bone  Metastases 

Cardiology 

Cardiovascular  Stress  Test 

2- D  Echocardiogram 
ECG 

Holter  Monitor 
Loop  Monitor 
Signal  Averaged  ECG 

Ultrasound 

Abdominal 

Breast 

Extremity 

Obstetrical 


Pelvic 

Retroperitoneal 

Testicular 

Thyroid 

Transvaginal 

Vascular  Ultrasound 

Arterial  Duplex  Scan 
Carotid  Duplex 
Venous  Duplex  Scan 

Nuclear  Medicine 

Abcess  Localization 
Brain  Scan 
Bone  Scan 
First  Pass 

Gastric  Emptying  Scan 


Gastrointestinal  (GI)  Bleed  Scan 
Gated  Blood  Pool  (MUGA)  Scan 
Hepatobilary  (HIDA)  Scan 
Liver  and  Spleen  Scan 
Lung  Scan 
Meckel’s  Scan 

SPECT  Myocardial  Perfusion  Scan 
(Cardiolite  or  Thallium) 
Parathyroid  Scan 
Renal  Scan 
Testicular  Scan 

Thyroid  Carcinoma  Metastases 
Imaging 
Thyroid  Scan 
Tumor  Localization 


Offering  imaging  with: 

Cardiolite  i.k’pssswes w 


Prompt,  courteous  service  • Test  results  available  in  24  hours  or  less  • All  positive  tests  called  and  faxed 


There’s  a Community  Medical  Center  Near  You: 


Silverside  Medical  Center 


2700  Silverside  Road 
Wilmington  (302)  478-1100 
Medical  Aid  Unit 
Laboratory 
X-Ray 


Limestone  Medical  Center 


1941  Limestone  Road 
Wilmington  (302)  992-0500 
Medical  Aid  Unit 
Laboratory 
X-Ray 

Ambulatory  Surgery 
Community  Imaging  Center 
Nuclear  Medicine 
Ultrasound 
Cardiology 
Therapy 


Community 
Judical  (are,  ]nc 

Serving  and  managing  the  outpatient  needs  of  the  community 
with  quality,  affordable  medical  care  since  1978 


imunity  Jmaging  (enter 


A division  of  Community  Medical  Care,  Inc. 


The  Optimum 
Referral  Option 


The  Arbors  at  New  Castle 
Subacute  and  Rehabilitation 
Center  is  a 120-bed  Center 
specializing  in  providing  the 
area's  finest  subacute, 
rehabilitation  and  basic 
healthcare  services. 

In  today's  cost  conscious 
environment,  healthcare 
providers  are  increasingly 
being  asked  to  produce 
optimal  medical  results  at 


minimal  costs.  That's 
precisely  what  the  Arbors 
at  New  Castle  is  designed, 
staffed  and  equipped  to  do. 

When  combined  with 
our  physician-driven 
interdisciplinary  team 
approach  to  delivering 
care,  our  subacute  care  helps 
high  acuity  patients  recover 
quickly,  at  costs  that  are 
30-60%  less  than  comparable 
care  in  an  acute  care  setting. 


In  addition  to  our  basic 
healthcare  services,  we 
provide  care  through 
specialized  subacute 
programs  in  the  areas  of: 

A Respiratory 

A Medical  Rehabilitation 

A Digestive  Diseases 

A Cardiac  Recovery 

A Infusion  Therapy 

A Wound  Care 


Buena  Vista  Drive 


For  more  information 
and  a copy  of  our  video 
call  328-2580. 


ARBOR 

ARBORS  AT  NEW  CASTLE 

Subacute  and  Rehabilitation  Center 
32  Buena  Vista  Drive 
New  Castle,  DE  19720 

(302)  328-2580 
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Instructions  to  Authors 

The  Delaware  Medical  Journal  (DMJ)  is  owned  and  published  by  the 
Medical  Society  of  Delaware  as  amedium  of  communication,  education  and 
expression  for  its  members,  and  also  for  others  striving  for  excellence  in 
medical  practice.  Articles  in  the  DMJ  are  intended  to  be  scientific  and 
educational  and  are  not  intended  to  reflect  standards  of  medical  care.  All 
material  published  is  under  copyright.  On  receipt  of  material  submitted  for 
publication,  a suitable  release  form  will  be  sent  for  signature  by  all  authors. 

Scientific  articles  on  medical  matters  are  especially  welcomed,  including  case 
reports,  clinical  experiences,  observations  and  information  on  matters 
relevant  to  medical  practice.  Other  material  may  also  be  accepted  if  the 
editorial  staff  deems  it  of  interest  to  DMJ  readers.  All  submissions  should 
include  a brief  summary. 

It  is  highly  recommended  that  authors  familiarize  themselves  with  DMJ  style 
before  submitting  manuscripts  for  consideration. 

All  material  for  publication  should  be  submitted  on  a 3 1/2"  computer  diskette 
in  WordPerfect  6.0  or  Word  6.0.  A printout  of  the  manuscript  must 
accompany  the  disk.  Manuscripts  may  also  be  submitted  in  paper  form 
(typed  or  printed  out  on  good-quality  paper  - one  side  only,  double-spaced, 
one-inch  margins),  though  computer  disk  is  preferable.  The  ideal  manuscript 
length  is  two  to  12  pages.  Up  to  12  references  per  manuscript  will  be 
accepted,  each  keyed  with  superscripts  in  the  text  in  the  order  cited.  The 
format  should  follow  that  used  in  the  Index  Medicus.  Authors  are 
responsible  for  the  accuracy  of  the  citations. 

Graphs,  charts  and  black-and-white  glossy  photographs  are  accepted  if 
important  to  the  understanding  of  the  text,  but  should  not  exceed  four  or  five 
pieces.  Each  should  have  a label  affixed  on  its  back  indicating  its  name, 
number,  and  “top."  A separate  legend  should  be  provided  for  each.  Do  not 
write  on  the  back,  or  scratch  or  mar  them  using  paper  clips.  Do  not  mount 
them  on  cardboard. 

Photos  of  patients  should  generally  be  taken  in  a way  that  obscures  the 
patient’s  identity.  Photos  in  which  a patient’s  face  must  be  clearly  seen, 
however,  must  be  accompanied  by  signed  release  forms. 

All  manuscripts  are  reviewed  by  the  editor  and  all  scientific  articles  are  then 
sent  for  peer  review  by  members  of  the  Editorial  Board  and/or  other 
appropriate  physicians.  The  usual  processing  time  to  publication  is  two  to  four 
months,  though  in  some  circumstances  this  may  be  longer  or  shorter. 
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A PHYSICAL 
CHECK  UP  IS 
IMPORTANT. 

SO  IS  AN 
INSURANCE 
CHECK  UP. 


When  a patient  tells  you,  “I  can’t  take  the  time  for  a check  up,”  your  response 
usually  goes  something  like,  “You  have  to  make  time  for  your  own  health.” 

The  same  holds  true  with  your  insurance  program.  We  know  you’re  busy,  but  “You 
have  to  make  time  for  the  health  of  your  protection.”  We  can  save  you  time  (and 
money)  by  handling  all  your  insurance  needs . . . professional  and  personal. 

Also,  when  you  use  MSDIS/PLI/ZUTZ,  the  Medical  Society  benefits  as  well. 

Call  MSDIS/PLI/ZUTZ  at  658-8000  today, 

An  insurance  check  up  today  could  prevent  a major  financial  crisis  tomorrow. 


Advanced  MRI  Imaging 
at  two  Locations 

Largest  aperture  (60CM),  incredible  detail 

The  General  Electric  HORIZON  1.5T  HiSpeed  imager  is  now  available  at 
Omega  MRI  and  the  GE  HORIZON  LX  1.5T  HiSpeed  imager  at  Wilmington  MRI. 


GE  Horizon  LX  1.5T  HiSpeed  imager 


The  Advantages  include;  larger  bore  opening 
(60cm  as  compared  to  open  MRI  47cm) 
allowing  greater  comfort  foi 
claustrophobic  patients, 
highest  possible  image 
quality,  plus  new  exams, 
such  as,  MR  Urography, 

MRCP  and  3D  contrast 
enhanced  MR  angiography. 

angiogram 


Early  stroke  detection 

Brain  perfusion  can  be  evaluated  by  using 
first-pass  Gadolinium 
without  a radioactive 
substance,  thereby,  aid- 
ing in  the  early  detection 
of  brain  tumors  or  lesions. 

This  image  shows  a CVA 
not  detected  on  routine 
MRI  or  CT. 


early  stroke 


Diffusion  weighted  images  can  demonstrate 
an  infarct  6-24  hours  prior  to  a routine  CT  or 
MRI.  Proton  Spectroscopy, 

MRS  ( non-invasive  chemi- 
cal biopsy)  shows  elevated 
lactate  levels.  The  greatest 
potential  of  this  technology 
is  accurate  stroke  detect- 
ion, allowing  for  early 
definitive  therapy. 


Diagnostic  Imaging  Associates  full  range 
of  out-patient  imaging  services  include: 

• 1.5  Tesla  MRI  (two  magnets) 

• Spiral  CT  scanning 

• Ultrasound  including  Color  Doppler 

• Fluoroscopy  with  digital  RF 

• Mammography  with  Senographe  DMR 

• Nuclear  Medicine  and  General  X-ray 


For  information  and  the  office  nearest  you,  please  call  302-425-4DIA. 


Web  page  http://members.aol.com/diaxray/diahome.html 


Diagnostic  Imaging  Associates,  PA 

Brandywine  Imaging  Center  • 701  Foulk  Road  • Suite  E-1  • Wilmington  • 654-5300 

Omega  Imaging  Associates  • L-6  Omega  Professional  Center  ■ Newark  • 738-9300 

Omega  Magnetic  Resonance  Imaging  Center  • L-6  Omega  Professional  Center  • Newark  • 738-9300 

Omega  Medical  Center  • K-15  Omega  Professional  Center  • Newark  • 368-5100 

Omega  Nuclear  Diagnostic  Center  • K-15  Omega  Professional  Center  • Newark  • 368-8150 

Pike  Creek  Imaging  Center  • 3105  Limestone  Road  • Suite  106  • Wilmington  • 995-2037 

Wilmington  Magnetic  Resonance  Imaging  Center  • 1020  Union  Street  • Wilmington  ■ 427-9855 
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Control 


I had  several  things  I wanted  to  do  today;  but,  no 
way!  As  I write  this  "the  dog  days  of  summer"  are 
definitely  upon  us.  The  plants  in  the  garden 
droop  like  weeping  willows.  We've  been  setting 
new  heat  records.  The  heat  index  today  is  1 1 0 
degrees.  So,  there  is  no  way  I am  going  to  do 
most  of  the  things  I intended  to  do  today.  I am 
limited  to  reading,  glancing  at  ball  games  on 
television,  playing  with  the  computer,  and  nap- 
ping. If  we  have  a "power-outage"  I'll  be  reduced 
to  reading  and  napping  (uncomfortably  at  that). 
I enjoy  all  of  these  activities  - they  are  among  my 
favorites,  and  I've  spent  many  a Sunday  after- 
noon this  way.  What  I don't  like  is  feeling  that  I 
don't  have  much  true  choice  in  the  matter.  I 
guess  you  could  say  that  I don't  like  feeling  that 
I don't  have  control  of  the  situation. 

I am  not  alone  in  this.  Most  physicians,  let's 
admit  it,  are  naturally  inclined  to  be  "control 
freaks."  The  selection  process  for  medical  school 
is  in  general  biased  (I  think  with  good  cause) 
towards  individuals  who  display  at  least  some 
degree  of  this  tendency.  A medical  education 
does  nothing  to  curb  this  tendency;  indeed  it  is 
enhanced.  We  are,  are  we  not,  taught  to 
approach  every  situation,  no  matter  how  grave, 
with  the  attitude  that  we  can  seize  control  of  this 
situation  to  affect  a better  outcome.  In  this 
regard  the  "need  to  control"  is  obviously  usually 
a positive  attribute.  If  not  reined  in  to  some 


degree  it  certainly  can  be  a negative  in  one's 
personal  life,  but  that  is  a subject  for  dinner 
conversation  or  "pillow-talk"  - not  for  this  space. 

I think  this  character  trait  has  made  it  even  more 
difficultfor  physicians  to  accept  restrictions  which 
have  been  gradually  imposed  in  piecemeal  fash- 
ion upon  our  professional  activities.  We  have 
had  virtually  no  control  over  the  changes.  This 
is  made  all-the-more  frustrating  when  one  con- 
siders the  absurdities  of  many  of  the  situations 
brought  on  by  these  changes  as  they  have  oc- 
curred. For  instance  (one  of  many  which  could 
be  cited),  how  can  a reasoning  society  justify 
educating  an  individual  in  a given  field  for  25 
years,  only  to  require  that  same  individual  to 
obtain  permission  from  a,  usually,  totally  unedu- 
cated (in-so-far  as  the  questions  at  hand  are 
concerned)  individual  prior  to  exercising  his  or 
her  professional  expertise?  Such  practices  are, 
at  best,  extreme  wastes  of  time.  At  worst  they  are 
the  cornerstones  of  an  inefficient  and  inept  health 
care  system  wherein  decisions  are  capriciously 
made  by  those  least  qualified  or  most  removed 
from  the  clinical  circumstances. 

We  don't  need  to  "come  to  that."  The  history  of 
medicine  in  America  can  follow  another  course 
if  physicians  seize  upon  the  freedom  recently 
granted  through  legislation  allowing  the  forma- 
tion of  provider  networks  and  risk-sharing,  con- 
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tracting  cooperatives.  Of  course,  each  of  us 
must  individually  do  what  we  can  and  must  in  our 
personal  realms  to  maintain  control  over  our 
patients'  care.  But,  we  will  find  those  personal 
realms  of  influence  constantly  shrinking  if  we  do 
not  work  collaboratively/ collectively  to  regain 
control  of  the  system.  In  such  efforts,  we  must 
strive  to  remain  autonomous  in  order  that  we 
have  true  freedom  to  control  the  care  of  our 
patients. 


Until  next  time, 


Paul  E.  Howard,  M.D. 
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SCIENTIFIC  ARTICLE 


Do  We  Neglect  Child  Neglect? 

Allan  R.  De  Jong,  M.D 


INTRODUCTION 

We  call  the  field  of  pediatrics  which  evaluates 
intentionally  inflicted  injuries  "child  abuse  and 
neglect."  However,  public  and  professional  at- 
tention has  mainly  focused  on  abuse.  Relatively 
speaking,  the  field  of  child  neglect  has  been 
neglected.1,2'3  The  purpose  of  this  article  is  to 
provide  a definition  and  an  overview  of  child 
neglect,  to  discuss  specific  types  or  categories  of 
neglect,  to  list  the  basic  principles  of  evaluation 
and  intervention  for  neglect,  and  to  present  an 
approach  and  criteria  for  determining  when  ne- 
glect should  be  reported  to  child  protective  ser- 
vices. 


Allan  R.  De  Jong,  M.D.  is  the  Director  of  the  Children  at 
Risk  Evaluation  Program  at  duPont  Hospital  for  Chil- 
dren and  is  the  Program  Director  for  the  state  initiated 
Delaware  Child  Abuse  Symposium. 


DEFINITION  OF  CHILD  NEGLECT 

Child  neglect  is  difficult  to  define.  Child  neglect 
is  a condition  in  which  a major  need  of  the  child 
is  not  met,  regardless  of  the  cause.  In  this  broad 
definition,  any  adult  or  group  of  adults  can  be 
responsible  for  the  neglect  of  a child.1  The 
child's  primary  caretaker  is  often  considered  the 
responsible  party,  but  families,  professionals, 
the  community  and  society  as  a whole  may  be 
viewed  as  responsible  under  this  definition.  This 
broad  definition  may  be  valid  philosophically 
and  may  be  helpful  in  designing  interventions 
that  incorporate  all  the  resources  available  in  the 
child's  environment. 

Cause,  responsibility,  and  intent  are  often  con- 
sidered in  definitions  of  neglect.  A practical 
definition  of  neglect  focuses  on  the  role,  respon- 
sibility and  intent  of  the  child's  caretakers.2 
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Neglect  is  defined  as  a condition  in  which  a 
caretaker,  either  deliberately  or  through  extraor- 
dinary inattentiveness,  permits  the  child  to  expe- 
rience avoidable  suffering  and/orfails  to  provide 
one  or  more  of  the  components  generally  deemed 
essential  for  developing  the  child's  physical, 
intellectual,  and  emotional  capacities.4  This 
definition  places  responsibility  on  the  caretaker 
either  through  deliberate  intent  or  through  "care- 
lessness" or  inattention.  Some  state  laws  require 
intent  in  order  to  substantiate  neglect,  but 
Delaware's  law  does  not  require  intent.  What  is 
less  clear  in  definitions  of  neglect  is  whether  a 
parent  must  understand  and  be  informed  of  what 
is  expected  (and  of  the  possible  outcome  to  the 
child  with  a lack  of  action  or  compliance)  or 
whether  the  parent  must  be  intellectually,  physi- 
cally, emotionally  and  economically  able  to  carry 
out  what  is  expected. 

Neglect  varies  in  type,  severity  and  chronicity. 
Physical  neglect  involves  failure  to  provide  ap- 
propriate nutrition,  hygiene,  clothing  and  shel- 
ter. Medical  neglect  is  a form  of  physical  neglect 
which  considers  failure  to  provide  or  delay  in 
providing  adequate  professional  care  for  medi- 
cal conditions.  Supervision  neglect  ranges  from 
inattention  to  basic  safety  and  subsequent  injury 
risk  to  abandonment.  Educational  neglect  in- 
cludes failure  to  enroll  a child  in  school,  permit- 
ting excessive  truancy,  or  inattention  to  recom- 
mended special  education  or  developmental 
stimulation  programs.  Emotional  neglect  includes 
inattention  to  the  basic  emotional  needs  of  a 
child  as  well  as  failure  to  provide  or  a delay  in 
providing  recommended  mental  health  care.5 

The  severity  of  neglect  is  often  measured  in  terms 
of  the  degree  of  harm  involved.  Both  actual  and 
potential  harm  are  of  concern.  Actual  harm  is  an 
outcome  measure  such  as  burns,  malnutrition, 
frostbite,  or  other  injury.  Actual  harm  is  present 
in  most  cases  of  neglect  which  prompt  child 
protective  service  intervention.  But,  potential 
harm  will  be  sufficient  to  initiate  intervention  in 


cases  of  abandoning  an  infant  or  leaving  a 
toddler  home  alone.  Potential  harm  is  a measure 
of  risk  such  as  lack  of  evidence  of  household 
safety,  lack  of  adequate  clothing,  food,  shelter, 
or  medical  care,  or  lack  of  access  to  education. 
The  ch  ronicity  or  frequency  of  neglect  is  likely  to 
contribute  to  the  degree  of  harm,  as  well  as  to 
serve  as  a predictor  of  further  neglect.  However, 
a single  act  of  severe  neglect  may  produce  more 
actual  harm  or  potential  harm  than  recurrent 
episodes  of  mild  neglect. 


GENERAL  INCIDENCE  OF  CHILD  NEGLECT 

The  true  incidence  of  neglect  is  unknown.  Ap- 
proximately three  million  children  in  the  United 
States  are  reported  to  child  protective  service 
agencies  for  investigation  of  child  abuse  and 
neglect  each  year.  In  1 995,  approximately  one- 
third  of  these  reports  were  substantiated,  identi- 
fying more  than  one  million  children  as  victims  of 
abuse  or  neglect.6  Neglect  is  more  commonly 
reported  than  any  form  of  child  maltreatment. 
More  than  twice  as  many  victims  suffered  from 
neglect  (52  percent)  as  were  victims  of  the  next 
most  frequent  type  of  maltreatment,  physical 
abuse  (25  percent).  Approximately  40  percent  of 
the  more  than  1 ,000  deaths  each  year  due  to 
maltreatment  are  the  result  of  neglect. 

Neglect  reporting  and  substantiation  varies  from 
state  to  state,  depending  in  large  part  on  differ- 
ences in  state  child  abuse  laws  and  regulations 
governing  child  protective  services'  investiga- 
tions. The  proportion  of  all  substantiated  child 
maltreatment  categorized  as  neglect  ranged  from 
nearly  80  percent  (in  the  District  of  Columbia)  to 
less  than  two  percent  (Pennsylvania)  in  1995. 
Data  from  the  State  of  Delaware  revealed  2,300 
cases  of  substantiated  child  abuse  and  neglect  in 
Delaware  in  1 995.  Neglect  (849  cases)  made  up 
37  percent  of  all  substantiated  cases  of  child 
maltreatment.  Nearly  ten  percent  of  these  sub- 
stantiated cases  were  medical  neglect  (83  cases)6 
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ETIOLOGY  OF  NEGLECT 

National  data5  shows  a strong  relationship  be- 
tween poverty  and  child  abuse  and  neglect.  The 
relationship  is  disproportionately  greater  in  ne- 
glect than  in  abuse.  Compared  to  children  whose 
families  earned  $30,000  per  year,  children  in 
families  earning  less  than  $15, 000  per  year  were 
nearly  15  times  more  likely  to  be  abused,  but 
more  than  44  times  more  likely  to  be  neglected. 
Children  in  single  parent  families  and  children  in 
families  with  four  or  more  children  had  twice  the 
risk  of  neglect  when  compared  to  children  from 
two  parent  households  or  children  from  smaller 
families.  However,  most  low  income,  single  par- 
ent, or  large  families  are  not  neglectful  of  their 
children.  Poverty  is  only  one  etiologic  factor  for 
neglect. 

There  is  no  single  cause  of  child  neglect.  Child 
maltreatment  is  the  result  of  multiple  interacting 
factors  at  various  levels  including  the  individual 
parent  and  the  child,  the  family,  the  community, 
and  society.  Maternal  emotional  problems,  in- 
tellectual disability,  and  substance  abuse  have 
been  associated  with  child  neglect.  Child  factors 
do  not  appear  to  play  a major  causative  role  in 
neglect;  however,  children  with  conditions  that 
place  difficult  demands  on  parents,  or  that  frus- 
trate parental  expectations  may  influence  a child's 
vulnerability  to  neglect.  Problems  in  parent-child 
relationships  and  family  interactions  have  been 
demonstrated  in  child  neglect.  Poor  parenting 
skills,  inadequate  knowledge  of  childrens'  needs, 
high  levels  of  stress  and  social  isolation  are 
common  in  neglect  situations.  Lack  of  commu- 
nity support  systems  and  resources  affect  parent- 
child  relationships  and  contribute  to  neglect. 
Higher  rates  of  neglect  are  found  in  communities 
with  distrustful  neighbors  and  no  access  to 
parenting  groups,  quality  child  care,  or  a de- 
pendable transportation  system.  Lastly,  poverty, 
exposure  to  environmental  hazards,  societal  or 
institutional  problems  in  the  education  system, 
the  child  welfare  system  and  limited  access  to 
health  care  all  promote  neglect.3  Attention  to 
this  multifactorial  nature  (the  shared  failures  of 
the  caretakers  through  society  in  general)  allows 


us  to  focus  on  both  the  unmet  needs  of  the  child 
in  addition  to  determining  which  resources  are 
necessary  to  meet  those  needs.1,  3,5 


MEDICAL  NEGLECT 

Medical  neglect  is  defined  as  failure  of  the 
child's  caretaker(s)  to  provide  for  the  medical 
needs  of  the  child.  Often,  there  is  a need  to 
distinguish  between  medical  neglect  and  non- 
compliance  with  medical  treatment  plans.  Non- 
compliance  occurs  when  the  caretaker  fails  to 
follow  through  on  the  recommendations  of  the 
treating  physician,  regardless  of  the  resulting 
consequences.  Medical  neglect  occurs  when 
noncompliance  or  delay  in  initiating  or  seeking 
medical  intervention  results  in  negative  conse- 
quences or  worsening  injury  or  illness4 

Consider  the  case  of  a five  year  old  child  who 
was  recently  discharged  from  the  hospital  fol- 
lowing a severe  asthma  attack.  The  parents  are 
given  a renewable  prescription,  administer  the 
prescribed  medication  for  a week,  then  stop  the 
medication  because  they  think  it  is  making  the 
child  hyperactive.  Is  it  neglect  if  three  days  after 
stopping  the  medication,  the  child  requires  treat- 
ment in  the  emergency  room  for  an  acute  asthma 
attack  which  does  not  require  hospitalization? 
What  if  the  severe  attack  results  in  a third  hospi- 
talization for  asthma?  Should  you  report  medical 
neglect  if  three  days  after  stopping  the  medica- 
tion, the  child  has  a severe  attack  which  results 
in  his  eighth  hospitalization  for  asthma  in  the  last 
six  months?  Delay  in  seeking  care  during  this 
attack  results  in  marked  hypoxia,  causing  per- 
manent brain  damage  due  to  lack  of  oxygen. 
Should  this  be  reported  as  neglect? 

Two  critical  issues  are  usually  considered  when 
evaluating  the  failure  to  seek  timely  and  appro- 
priate medical  care  for  illnesses  and  injuries.  The 
first  critical  issue  is  the  reasonable  expectation  of 
what  a parent  or  caretaker  ought  to  know  or 
recognize.  A parent  should  not  be  considered  at 
fault  if  poor  instructions  are  provided  or  the 
expectations  of  the  treatment  and  potential  side 
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effects  are  not  adequately  explained.  The  second 
critical  issue  is  seriousness  and  chronicity  of 
omissions.  Single  or  infrequent  noncompliance 
with  minimal  to  mild  consequences  is  rarely 
considered  neglect.  Repeated  noncompliance, 
with  severe  or  life  threatening  consequences  is 
usually  determined  to  constitute  neglect. 2 

Several  additional  factors  should  be  assessed 
when  considering  the  lack  of  compliance  with 
prescribed  treatments  or  treatment  refusal.  First, 
treatment  should  have  definite  and  substantial 
benefits  over  the  alternative  chosen  by  the  care- 
taker. Second,  treatment  should  allow  a "high 
quality"  or  "normal  life"  and  not  prolong  death. 
Third,  when  dealing  with  older  children  and 
adolescents,  the  child  consents  to  the  treatment 
offered.  Finally,  parents  must  be  able  to  physi- 
cally, financially,  and  philosophically  comply 
with  the  recommended  treatment  plan.  Non- 
compliance  may  occur  when  prescribed  therapy 
runs  contrary  to  religious  beliefs.  Many  states 
include  consideration  of  religious  exemptions  to 
their  child  abuse  laws.  Included  in  this  type  of 
legislation  are  statements  to  the  effect  that  no 
child  who  in  good  faith  is  under  treatment  solely 
by  spiritual  means  through  prayer  in  accordance 
with  the  tenets  and  practices  of  a recognized 
church  or  religious  denomination  by  a duly  ac- 
credited practitioner  thereof  shall  be  considered 
a neglected  child.  These  exemptions  prevent  the 
automatic  labeling  of  alternative  therapies  as 
medical  neglect.  However,  most  states  will  apply 
the  legal  principle  of  parens  patria  when  paren- 
tal choices  deny  children  essential  medical  care. 
Parens  patria  establishes  the  state's  right  and 
duty  to  protect  the  rights  of  its  youngest  citizens, 
and  forms  the  legal  basis  for  child  abuse  laws  in 
general.  3 


SUPERVISIONAL  NEGLECT 

Supervisional  neglect  has  several  manifestations: 
abandonment,  expulsion,  custody  inattention, 
inadequate  supervision,  and  safety  neglect. 
Abandonment  is  desertion  of  a child  without 
arranging  for  reasonable  care  and  supervision. 


Expulsion  is  the  permanent  or  indefinite  banish- 
ment of  a child  from  the  home  without  adequate 
arrangement  for  care  by  others  or  the  refusal  to 
accept  custody  of  a runaway.  Custody  inatten- 
tion involves  the  repeated  shuttling  of  a child 
from  one  household  to  another  due  to  an  appar- 
ent unwillingness  to  maintain  custody.  Inad- 
equate supervision  occurs  when  a child  is  left 
unsupervised  for  extended  periods  of  time  or 
allowed  to  remain  away  from  home  overnight 
without  the  parent  knowing  the  child's  where- 
abouts. Safety  neglect  involves  inattention  to 
avoidable  hazards  in  the  home  and  reckless 
disregard  for  the  child's  safety.  5 

Children  may  be  brought  for  medical  care  by 
caretakers,  relatives,  or  neighbors  with  concerns 
about  supervisional  neglect  because  of  injuries 
due  to  inadequate  supervision  or  exposure  to 
avoidable  hazards.  What  is  "inadequate  super- 
vision" and  what  is  "reckless  disregard  for  the 
child's  safety"? 

What  is  "inadequate  supervision"?  An  estimated 
two  to  five  million  American  children  six  to  13 
years  of  age  are  in  self-care  before  and/ or  after 
school.  An  additional  three  to  eight  million  chil- 
dren 1 3 to  18  years  of  age  are  in  self-care 
situations.  The  issue  of  inadequate  supervision  is 
often  raised  when  discussing  these  "latchkey 
children."  When  is  a child  too  young  to  be  left 
alone?  You  are  seeing  a young  child  who  re- 
quires three  sutures  for  a minor  hand  laceration 
caused  by  falling  on  a piece  of  broken  glass.  You 
find  out  the  i n j u ry  occurred  when  no  adult  super- 
vision was  in  the  home.  Would  you  report  ne- 
glect if  the  in|ured  1 1 year  old  was  left  home 
alone  before  school  while  her  parents  were  at 
work?  What  if  the  injured  two  year  old  and  a ten 
year  old  were  left  home  alone  while  their  parents 
were  at  a party  on  the  same  block.  What  if  the 
injured  six  year  old  and  a 12  year  old  were  left 
home  alone  while  their  parents  were  away  for 
several  days. 

Cases  in  which  children  are  left  alone  to  care  for 
themselves  should  be  judged  individually  on  a 
number  of  factors.2  Consider  the  following 
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factors  in  deciding  whether  a child  was  too 

young  to  be  left  alone: 

1 . The  child's  age  and  maturity.  Children  less 
than  six  years  of  age  rarely  develop  sufficient 
awareness  of  personal  safety  and  should  not 
be  left  alone.  Experts  disagree  on  six  to  ten 
year  olds.  Some  suggest  children  can  be  left 
for  an  increasing  amount  of  time  with  in- 
creasing age.  Others  suggest  that  children 
shouldn't  be  left  alone  unless  they  are  at 
least  1 1 years  old. 

2.  The  length  of  time  the  child  is  left.  Some 
experts  suggest  a maximum  of  two  hours  per 
day  alone,  others  advocate  a sliding  scale 
based  on  age  and  maturity. 

3.  The  child's  health  or  a special  need  for 
constant  supervision.  This  would  include 
children  with  certain  types  of  medical  prob- 
lems or  with  past  history  of  injuries  when  left 
unsupervised. 

4.  The  relative  safety  of  the  child's  environ- 
ment. Leaving  a child  in  a home  with  a 
designated  safe  play  area  is  much  different 
from  a public  area. 

5.  The  responsibilities  assigned  to  the  child. 
Leaving  children  to  make  their  own  meals  or 
baby-sit  younger  children  requires  more 
maturity. 

6.  Children  should  be  taught  how  to  handle 
household  emergencies  and  what  telephone 
numbers  to  call  for  assistance. 

7.  The  availability  of  the  parents,  neighbors,  or 
others  in  case  of  problems.  A specific  prear- 
ranged plan  for  adult  backup  is  essential. 

8.  The  parents  should  be  available  by  tele- 
phone and  periodically  call  the  children 
during  this  time. 

9.  The  parents  should  be  punctual  about  the 
time  at  which  they  promise  to  arrive  home. 


10.  The  reason  for  leaving  the  child.  Certainly 
leaving  a child  alone  because  of  an  emer- 
gency should  be  viewed  differently  from 
other  situations. 

What  is  "reckless  disregard  for  the  child's  safety"? 
The  answer  is  not  easy.  Children  riding  in  child 
safety  seats  have  been  shown  to  have  a signifi- 
cantly reduced  risk  of  serious  injury  and  death  in 
motor  vehicle  accidents.  Child  safety  seats  should 
be  used  until  children  are  about  four  years  old. 
At  that  age,  seat  belts  with  or  without  a booster 
seat  should  be  used.  When  does  not  using  car 
safety  seats  constitute  reportable  neglect?  A 24- 
month  old  arrives  at  the  emergency  room  for 
treatment  of  a minor  laceration  of  the  forehead. 
While  riding  unrestrained  in  the  parent's  car,  the 
child  struck  his  head  against  the  dashboard 
during  a minor  motor  vehicle  accident,  causing 
the  laceration.  There  were  no  other  injuries. 
Another  24-month  old  dies  within  hours  of  arriv- 
ing at  the  hospital.  While  riding  unrestrained  in 
the  parent's  car,  the  toddler  was  thrown  into  the 
windshield  during  a minor  motor  vehicle  acci- 
dent and  suffers  severe  head  injuries,  resulting  in 
the  child's  death.  What  if  the  parent  was  intoxi- 
cated at  the  time  of  either  of  these  accidents? 
The  risk  of  severe  injury  is  the  same  in  both  cases. 
The  outcomes  are  very  different,  minor  injury 
versus  death.  Should  you  respond  similarly  in 
both  cases  based  on  risk,  or  differently  based  on 
outcome?  Does  reporting  punish  parents  who 
have  already  suffered  enough  at  the  loss  of  a 
child?  Does  parental  intoxication  regardless  of 
outcome  establish  a degree  of  "reckless  disre- 
gard" which  mandates  reporting? 


FAILURE  TO  THRIVE  (FTT) 

Physical  neglect  involves  neglect  of  the  basic 
physical  needs  of  the  child.  One  form  of  physical 
neglect  can  result  in  growth  deficiency  or  failure 
to  thrive.  Failure  to  thrive  is  defined  as  either  an 
absolute  deficiency  of  growth  characterized  by 
the  child's  growth  being  greater  than  two  stan- 
dard deviations  below  the  mean  weight  or  height 
for  age  (growth  below  the  fifth  percentile  for 
age),  or  weight-for-height  or  weight-for-length 
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below  the  fifth  percentile,  or  a shifting  growth 
pattern  which  crosses  two  major  growth  percen- 
tile lines. 7 The  classical  (old)  viewpoint  is  to  view 
FTT  as  two  dislinct  classes: 

Organic  FTT  - an  abnormal  or  affected  infant 
with  a medical  condition  or  physical  impairment 

Non-Organic  FTT  - normal  child  with  environ- 
mental or  emotional  deprivation  or  neglect. 

However,  this  dichotomy  breaks  down  because  a 
significant  proportion  of  cases  have  a combina- 
tion of  physical  and  environmental  problems 
and  because  malnutrition  is  the  ultimate  cause  of 
the  growth  failure  in  all  forms  of  FTT.  Therefore, 
the  current  viewpoint  recognizes  three  types  of 
FTT:  Organic  FTT,  Non-Organic  FTT  and  Mixed 
FTT.  Mixed  FTT  occurs  in  an  abnormal  or  af- 
fected infant  who  is  poorly  cared  for,  or  whose 
environment  was  poor  to  begin  with,  or  whose 
care  causes  environmental  breakdown.  Regard- 
less of  the  categories,  proper  management  of 
FTT  or  growth  deficiency  requires  evaluation  of 
the  roles  of  physical  impairment  and  social  im- 
pairment (maternal-infant  interaction)  as  well  as 
interventions  directed  at  the  impairments  identi- 
fied.7 Evaluation  requires  a complete  medical 
history  searching  for  the  adequacy  of  the  caloric 
intake,  medical  conditions  that  may  affect  the 
ingestion  or  utilization  of  calories,  individual 
growth  history,  and  family  growth  patterns.  A 
thorough  social  history  should  complement  the 
medical  history.  A social  history  should  search 
for  evidence  of  the  following:  a lack  of  resources, 
a lack  of  education,  a parent/ child  bonding 
problem,  a difficult  infant,  parental  dysfunction 
or  family  system  dysfunction.  Parents  must  be 
provided  with  appropriate  instruction  and  clear 
expectations  which  enable  them  to  understand 
the  seriousness  of  the  problem,  the  action  they 
must  take  and  the  consequences  for  failing  to 
follow  the  prescribed  regimens.  The  physician 
should  consider  the  same  factors  for  child  pro- 
tective services  intervention  in  FTT  as  with  other 
neglect  situations.8 


GENERAL  PRINCIPLES  OF  EVALUATION  AND 
INTERVENTION  FOR  CHILD  NEGLECT 

The  general  approach  to  evaluation  and  inter- 
vention is  similar  for  any  suspected  type  of 
neglect.  Outcome  data  on  most  interventions  for 
neglect  are  unfortunately  lacking.  Some  specific 
approaches  have  been  identified  during  the  dis- 
cussion of  specific  types  of  neglect;  however,  a 
summary  of  the  general  steps  is  provided  below. 

1 . Determine  if  child  neglect  is  occurring,  its 
severity,  its  chronicity,  and  the  current  actual 
harm  (outcome  or  injury)  and  potential  harm 
(risks). 

2.  Determine  what  factors  are  contributing  to 
the  situation  including  parental  depression 
or  substance  abuse.  These  first  two  steps  help 
determine  the  relative  urgency  for  interven- 
tion, and  specific  resources  required  for  fur- 
ther evaluation  and  intervention. 

3.  Begin  with  the  least  intrusive  approach  pos- 
sible. Good  rapport  between  the  family  and 
professionals  is  essential  to  successful  inter- 
vention. Anticipatory  guidance,  education, 
and  instruction  with  clear  objectives  may  be 
sufficient  to  change  neglectful  behaviors. 

4 . Encourage  the  use  of  the  family's  natural  and 
informal  supports.  Enlisting  help  from  family 
and  friends,  or  community  groups  such  as 
church  or  peer  support  groups,  can  address 
some  of  the  social  isolation  often  associated 
with  neglect  situations. 

5.  Consider  the  needs  of  the  parents  and  fami- 
lies, as  well  as  the  children.  Individualized 
therapeutic  interventions  may  be  required  for 
the  child  and  the  neglecting  parent. 

6.  Interventions  should  be  structured  and  long 
term.  Interventions  must  include  clearly  stated 
goals  and  details  of  how  the  interventions  will 
be  implemented,  which  are  agreed  upon  by 
the  family  in  advance.  Interventions  must  also 
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be  long  term  to  overcome  the  multiple,  deeply 
rooted  problems  in  neglecting  families.  Inter- 
ventions of  less  than  a year  in  duration  are 
likely  to  be  unsuccessful  in  the  long  term. 

7.  Home-based  interventions  may  be  more  ef- 
fective in  assessing  the  families'  needs  and 
adjusting  interventions  to  meet  those  needs. 

8.  Physician  advocacy  provides  both  direct  in- 
tervention through  anticipatory  guidance,  en- 
couragement, and  helping  the  family  obtain 
needed  services. 

9.  Report  to  child  protective  services  when  ap- 
propriate. The  need  to  report  neglect  should 
be  based  on  two  factors:  the  severity  of  the 
neglect,  and  the  failure  of  less  intrusive  inter- 
ventions. The  greater  the  severity  of  the  ne- 
glect as  measured  in  both  actual  and  poten- 
tial harm,  the  greater  the  urgency  to  report 
the  neglect  to  child  protective  services.  When 
less  intrusive  interventions  fail,  or  adequate 
resources  can't  be  mobilized  in  cases  of  less 
severe  neglect,  reporting  is  essential.* 1 2 3 * * * 

Recently,  specific  criteria  have  been  proposed  as 
minimum  criteria  for  reporting  neglect  from  health 
care  settings.9  All  acts  should  be  attributed  to  a 
caretaker,  and  the  features  of  an  episode  that 
fulfill  the  criteria  for  neglect  must  be  documented 
clearly  in  records  routinely  kept  by  the  clinician. 
The  criteria  include: 

1 . Five  or  more  consecutive,  failed,  previously 
scheduled  health  care  appointments,  either: 

a.  with  inadequate  reasons  offered  by  the 
caretaker  for  the  appointment  failures,  or 

b.  despite  two  verbal  or  written  contacts  with 
the  caretaker  to  arrange  follow-up. 

2.  Delay  in  seeking  treatment  for  an  injury  or 
illness  with  inadequate  or  implausible  expla- 
nation for  the  delay: 

a.  J>  24  hours  delay  for  a highly  symptom- 
atic condition,  or 

b.  >_  72  hours  delay  for  a less  symptomatic 
condition. 


3.  Abandonment  of  a child  for  one  hour  or 
longer  at  a health  care  site  with  inadequate  or 
no  explanation  provided  by  the  caregiver. 

4.  One  major  or  three  minor  injuries  or  illnesses 
(including  failure  to  thrive)  that  could  have 
been  prevented  by  basic  parental  supervision 
or  that  occurred  while  the  caretaker  was 
impaired  by  alcohol  or  substance  abuse. 

5.  Seriously  or  consistently  inadequate  care  of  a 
child  at  home,  attributed  by  the  neglected 
child  or  by  a witness  to  a caretaker. 


SUMMARY 

Child  neglect  is  a condition  in  which  a major 
need  of  the  child  is  not  met,  regardless  of  the 
cause  or  who  is  responsible  for  the  condition. 
Multiple  interacting  factors  atthe  individual  (child 
and  parent),  familial,  community,  and  societal 
levels  contribute  to  child  neglect.  In  typical  ne- 
glect cases,  a caretaker,  either  deliberately  or 
through  extraordinary  inattentiveness,  permits 
the  child  to  experience  avoidable  suffering  and/ 
or  fails  to  provide  one  or  more  of  the  compo- 
nents generally  deemed  essential  for  developing 
the  child's  physical,  intellectual,  and  emotional 
capacities.  Neglect  varies  in  type,  severity  and 
chronicity.  Both  actual  and  potential  harm  should 
be  weighed  by  a physician  in  considering  report- 
ing to  child  protective  services.  Outcome  data 
on  intervention  are  lacking,  therefore  proper 
intervention  should  be  individualized  and  the 
results  carefully  monitored. 
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There  are  few  areas  of  pediatrics  that  have  so 
rapidly  expanded  in  clinical  importance  in  recent 
years  as  sexual  abuse  of  children.  What  Kempe 
referred  to  in  1977  as  a "hidden  pediatric  prob- 
lem"1 is  certainly  less  hidden.  Recent  incidence 
studies,  while  imperfect,  suggest  approximately 
one  percent  of  children  will  experience  some 
form  of  sexual  abuse  each  year.2  Children  may 
be  sexually  abused  either  in  intrafamilial  or 
extrafamilial  settings  and  are  more  frequently 
abused  by  males.  Boys  may  be  victimized  nearly 
as  often  as  girls.  Adolescents  are  perpetrators  in 
at  least  20  percent  of  reported  cases2  and 
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women  may  be  perpetrators,  especially  in 
day-care  settings.3  Pediatricians  will  encounter 
these  cases  in  their  practices  and  will  be  asked  by 
parents  and  other  professionals  for  their  opin- 
ions. These  guidelines  are  prepared  for  use  by 
the  primary  care  pediatrician.  Pediatricians  who 
"specialize"  in  the  area  of  child  abuse  or  child 
sexual  abuse  have  generally  developed  their 
own  protocols  for  their  referral  practices.  In 
addition,  specific  American  Academy  of  Pediat- 
rics guidelines  for  the  evaluation  of  rape  of  the 
adolescent  are  published  and  should  be  used  for 
this  age-group.4 

Because  a pediatrician  has  unique  skills  and  a 
trusted  relationship  with  patients  and  families,  he 
or  she  will  often  be  in  a position  to  provide 
essential  support  and  gain  information  not  readily 
available  to  others  involved  in  the  investigative, 
evaluative,  or  treatment  processes.  By  the  same 
token,  the  pediatrician  may  feel  inadequately 


Del  Med  Jrl , August  1997,  Vol  69  No  8 


405 


Scientific  Article 


prepared  to  perform  a medical  examination  of  a 
sexually  abused  child.  The  pediatrician  should 
think  about  these  issues  when  determining  how 
best  to  utilize  his  or  her  skills  while  avoiding 
actions  that  may  obstruct  the  collection  of  essen- 
tial evidence.  The  pediatrician  should  know  what 
resources  are  available  in  the  community  and 
should  identify  these  in  advance,  including  a 
consultant  with  special  expertise  in  evaluating 
sexually  abused  children. 


DEFINITION 

Sexual  abuse  can  be  defined  as  the  engaging  of 
a child  in  sexual  activities  that  the  child  cannot 
comprehend,  for  which  the  child  is  developmen- 
tal^ unprepared  and  cannot  give  informed  con- 
sent, and/or  that  violate  the  social  and  legal 
taboos  of  society.  The  sexual  activities  may  in- 
clude all  forms  of  oral-genital,  genital,  or  anal 
contact  by  orto  the  child,  or  nontouching  abuses, 
such  as  exhibitionism,  voyeurism,  or  using  the 
child  in  the  production  of  pornography.1  Sexual 
abuse  includes  a spectrum  of  activities  ranging 
from  violent  rape  to  a gentle  seduction. 

Criminal  statutes  define  and  classify  sexual  abuse 
as  misdemeanors  or  felonies,  depending  on 
whether  varying  degrees  of  penetration  of  body 
orifices  occurred  or  whether  physical  or  psycho- 
logical force  was  used. 

Sexual  abuse  can  be  differentiated  from  "sexual 
play"  by  assessing  the  frequency  and  coercive 
nature  of  the  behaviorand  by  determining  whether 
there  is  developmental  asymmetry  among  the 
participants.  Thus,  when  young  children  are 
mutually  looking  at  or  touching  each  other's 
genitalia,  and  they  are  at  the  same  developmen- 
tal stage,  no  coercion  is  used,  and  there  is  no 
intrusion  of  the  body,  this  should  be  considered 
normal  (ie,  nonabusive)  behavior.  However,  when 
a 6-year-old  coercively  tries  to  have  anal  inter- 
course with  a 3-year-old,  this  is  not  normal 
behavior,  and  the  health  and  child  protective 
systems  should  respond  to  it  whether  or  not  it  is 
legally  considered  an  assault. 


PRESENTATION 

Sexually  abused  children  will  be  seen  by  pedia- 
tricians in  a variety  of  circumstances:  (1)  They 
may  be  brought  in  for  a routine  physical  exami- 
nation or  for  care  of  a medical  illness,  behav- 
ioral condition,  or  physical  finding  that  would 
include  child  sexual  abuse  as  part  of  the  differen- 
tial diagnosis.  (2)  They  have  been  or  are  thought 
to  have  been  sexually  abused  and  are  brought  by 
a parent  to  the  pediatrician  for  evaluation.  (3) 
They  are  brought  to  the  pediatrician  by  social 
service  or  law  enforcement  professionals  for  a 
"medical  evaluation"  as  part  of  an  investigation. 

In  the  first  instance,  the  diagnosis  of  sexual  abuse 
and  the  protection  of  the  child  from  further  harm 
will  depend  on  the  pediatrician's  willingness  to 
consider  abuse  as  a possibility.  There  are  many 
ways  sexual  abuse  can  present,5  and  because 
children  who  are  sexually  abused  are  generally 
coerced  into  secrecy,  a high  index  of  suspicion  is 
required  to  recognize  the  problem.  On  the  other 
hand,  the  presenting  symptoms  are  often  so 
general  in  nature  (eg,  sleep  disturbances,  enure- 
sis, encopresis,  phobias)  that  caution  must  be 
exercised  because  these  behaviors  may  be  indi- 
cators of  physical  or  emotional  abuse  or  other 
nonabuse-related  stressors.  Among  the  more 
specific  signs  and  symptoms  of  sexual  abuse  are 
rectal  or  genital  pain,  bleeding,  or  infection; 
sexually  transmitted  diseases;  and  devel- 
opmentally  precocious  sexual  behavior.  Pediatri- 
cians evaluating  children  who  have  these  signs 
and  symptoms  should  at  least  consider  the  pos- 
sibility of  abuse  and,  therefore,  should  complete 
a report. 

Pediatricians  who  suspect  sexual  abuse  as  a 
possibility  are  urged  to  inform  the  parents  of  their 
concerns  in  a neutral  and  calm  manner.  It  is 
critical  to  realize  that  the  individual  who  brought 
the  child  to  the  pediatrician  may  have  no  knowl- 
edge of,  or  involvement  in,  the  sexual  abuse  of 
the  child.  The  physician  may  need  to  reinforce 
this  point  with  office,  clinic,  or  hospital  staff. 
Children  spend  many  hours  in  the  care  of  people, 
other  than  the  parents,  who  may  be  potential 
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abusers.  A complete  history,  including  behav- 
ioral symptoms  and  associated  signs  of  sexual 
abuse,  should  ensue.  In  some  instances,  the 
pediatrician  may  need  to  protect  the  child  and, 
therefore,  may  delay  informing  the  parent(s)  until 
a report  is  made  and  an  expedited  interview  with 
law  enforcement  and  child  protective  services 
agencies  can  be  conducted. 


TAKING  A HISTORY  - INTERVIEWING 
THE  CHILD 

In  many  states,  the  suspicion  of  child  sexual 
abuse  as  a possible  diagnosis  requires  a report 
to  the  appropriate  law  enforcement  or  child 
protective  services  agency.  All  physicians  should 
know  what  their  state  law  requires  and  where  and 
when  to  file  a written  report.  The  diagnosis  of 
sexual  abuse  has  both  civil  (protective)  and 
criminal  ramifications.  Investigative  interviews 
should  be  conducted  by  the  designated  agency 
or  individual  in  the  community  to  minimize  re- 
petitive questioning  of  the  child.  This  does  not 
preclude  physicians  asking  relevant  questions 
needed  for  a detailed  pediatric  history,  including 
a review  of  systems.  Occasionally  children  will 
spontaneously  describe  their  abuse  and  indicate 
who  it  was  who  abused  them.  When  asking  three 
to  six  year-old  children  about  abuse,  the  use  of 
line  drawings,6  dolls,7  or  other  aids8  may  be 
helpful.  The  American  Academy  of  Child  and 
Adolescent  Psychiatry  has  guidelines  for  inter- 
viewing sexually  abused  children.9  Children  may 
also  describe  their  abuse  during  the  physical 
examination.  It  is  desirable  for  those  conducting 
the  interview  to  use  nonleading  questions;  avoid 
demonstrations  of  shock,  disbelief,  or  other  emo- 
tions; and  maintain  a "tell  me  more"  or  "and  then 
what  happened"  approach.  If  possible,  the  child 
should  be  interviewed  alone. 

A behavioral  review  of  systems  may  reveal  events 
or  behaviors  relevant  to  sexual  abuse,  even  in 
the  absence  of  a clear  history  of  abuse  in  the 
child.5  The  parent  may  be  defensive  or  unwilling 
to  accept  the  possibility  of  sexual  abuse.  This 
unwillingness  is  not  of  itself  diagnostic,  but  it  also 
does  not  negate  the  need  for  investigation. 


In  the  second  situation,  where  children  are 
brought  to  physicians  by  parents  who  suspect 
abuse,  the  same  behavioral  history  and  ap- 
proach is  warranted. 

In  the  third  instance,  when  children  are  brought 
by  protective  personnel,  little  or  no  history  may 
be  available,  other  than  that  provided  by  the 
child.  The  pediatrician  should  try  to  obtain  an 
appropriate  history  in  all  cases  before  perform- 
ing a medical  examination.  The  child  may  spon- 
taneously give  additional  history  during  the  physi- 
cal examination  as  the  mouth,  genitalia,  and 
anus  are  examined.  When  children  are  brought 
in  by  professionals,  the  history  should  focus  on 
whether  the  symptoms  are  explained  by  sexual 
abuse,  physical  abuse  to  the  genital  area  as  a 
response  to  toileting  accidents,  or  other  medical 
conditions. 


PHYSICAL  EXAMINATION 

The  physical  examination  of  sexually  abused 
children  should  not  lead  to  additional  emotional 
trauma  for  the  child.  The  examination  should  be 
explained  to  the  child  and  conducted  in  the 
presence  of  a supportive  adult  not  suspected  of 
being  party  to  the  abuse.  Many  children  are 
anxious  about  giving  a history,  being  examined, 
or  having  procedures  performed.  Enough  time 
must  be  allotted  to  relieve  a child's  anxiety. 

When  the  alleged  sexual  abuse  has  occurred 
within  72  hours,  and  the  child  provides  a history 
of  sexual  abuse  including  ejaculation,  the  ex- 
amination should  be  performed  immediately.  In 
this  acute  situation,  rape  kit  protocols  modified 
for  child  sexual  assault  victims  should  be  fol- 
lowed to  maintain  a "chain  of  evidence."  Adult 
rape  kits  have  been  adapted  and  standardized  in 
some  states  (Florida,  Indiana).  These  are  avail- 
able in  emergency  rooms,  rape  treatment  cen- 
ters, or  law  enforcement  agencies.  When  more 
than  72  hours  has  elapsed,  the  examination 
usually  is  not  an  emergency,  and  therefore,  the 
evaluation  should  be  scheduled  at  the  earliest 
convenient  time  for  the  child,  physician,  and 
investigative  team. 
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The  child  should  have  a thorough  pediatric  ex 
amination,  including  assessments  of  develop- 
mental, behavioral,  and  emotional  status.  Spe- 
cial attention  should  be  paid  to  the  growth 
parameters  and  sexual  development  of  the  child. 
In  the  rare  instance  when  the  child  is  unable  to 
cooperate  and  the  examination  must  be  per- 
formed because  of  the  likelihood  of  trauma, 
infection,  and/or  the  need  to  collect  forensic 
samples,  consideration  should  be  given  to  per- 
forming the  examination  with  the  child  under 
general  anesthesia.  Instruments  that  can  mag- 
nify and  illuminate  the  genital  and  rectal  areas 
may  be  used  if  available,  but  they  are  not  re- 
quired. Any  signs  of  trauma  should  be  carefully 
documented.  Specific  attention  should  be  given 
to  the  areas  involved  in  sexual  activity — the 
mouth,  breasts,  genitals,  perineal  region,  but- 
tocks, and  anus.  Any  abnormalities  should  be 
noted. 

In  female  children,  the  genital  examination  should 
include  inspection  of  the  medial  aspects  of  the 
thighs,  labia  majora  and  minora,  clitoris,  ure- 
thra, periurethral  tissue,  hymen,  hymenal  open- 
ing, fossa  navicularis,  and  posterior  fourchette. 
Findings  that  are  consistent  with,  but  not  diag- 
nostic of,  sexual  abuse  include  (1 ) chafing,  abra- 
sions, or  bruising  of  the  inner  thighs  and  genita- 
lia; (2)  scarring,  tears,  or  distortion  of  the  hymen; 
(3)  a decreased  amount  of  or  absent  hymenal 
tissue;  (4)  scarring  of  the  fossa  navicularis;  (5) 
injury  to  or  scarring  of  the  posterior  fourchette; 
(6)  scarring  or  tears  of  the  labia  minora;  and  (7) 
enlargement  of  the  hymenal  opening.  The  vol- 
ume of  published  literature  is  expanding  quickly 
in  this  area.10'15 

Various  methods  for  visualizing  the  hymenal 
opening  in  prepubertal  children  have  been  de- 
scribed. Published  studies  are  not  uniform  in 
their  approach.  The  degree  of  relaxation  of  the 
child;  the  degree  of  separation,  traction  (gentle, 
moderate)  on  the  labia  majora,  and  the  position 
of  the  child  (supine,  lateral,  knee-chest);  and  the 
time  taken  will  all  influence  the  size  of  the  orifice 
and  the  exposure  of  the  hymen  and  the  internal 
structures.16  The  technique  used  is  less  impor- 
tant than  maximizing  the  view  and  recording  th< 


method  and  results  (see  below  for  discussion  of 
significance  of  findings).  Invasive  procedures 
(eg,  speculum  or  digital)  are  generally  not  nec- 
essary in  the  prepubertal  child. 

In  male  children,  the  thighs,  penis,  and  scrotum 
should  be  examined  for  bruises,  scars,  chafing, 
bite  marks,  and  discharge. 

In  both  sexes,  the  anus  can  be  examined  in  the 
supine,  lateral,  or  knee-chest  position.  As  with 
the  vaginal  examination,  position  may  influence 
the  anatomy.  The  presence  of  bruises  around  the 
anus,  scars,  anal  tears  (especially  those  that 
extend  into  the  surrounding  perianal  skin),  and 
anal  dilation  are  important  to  note.  Laxity  of  the 
sphincter,  if  present,  should  be  noted,  but  digital 
examination  is  not  always  necessary.  (See  below 
for  discussion  of  significance  of  findings.)  Note 
the  child's  behavior  and  demeanor  during  the 
examination,  and  ask  the  child  to  demonstrate 
what,  if  anything,  happened.  Care  should  be 
taken  not  to  suggest  answers  to  questions. 


LABORATORY  DATA 

In  the  examination  occurring  within  72  hours  of 
acute  sexual  assault  or  sexual  abuse  with  ejacula- 
tion, forensic  studies  should  be  performed.  Rou- 
tine cultures  and  screening  of  all  sexually  abused 
children  for  gonorrhea,  syphilis,  human 
immunodeficiency  virus,  or  other  sexually  trans- 
mitted diseases  are  not  recommended.  The  yield 
of  positive  cultures  is  very  low  in  asymptomatic 
prepubertal  children,  especially  those  whose  his- 
tory indicates  fondling  only.  When  epidemio- 
logically  indicated,  or  when  the  history  and/or 
physical  findings  suggest  the  possibility  of  oral, 
genital,  or  rectal  contact,  appropriate  cultures 
and  serologic  tests  should  be  obtained.  The 
Centers  for  Disease  Control  and  American  Acad- 
emy of  Pediatrics  Committee  on  Infectious  Dis- 
eases also  provide  recommendations  on  labora- 
tory evaluation.17'18  The  implications  of  the 
diagnosis  of  a sexually  transmitted  disease  for 
the  reporting  of  child  sexual  abuse  are  listed  in 
Table  1 . 
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Pregnancy  prevention  guidelines  have  been  pub- 
lished by  the  Committee  on  Adolescence,4  and 
the  American  Academy  of  Pediatrics  Task  Force 
on  Pediatric  AIDS  has  developed  guidelines  for 
human  immunodeficiency  virus  testing  for  assail- 
ants. 


DIAGNOSTIC  CONSIDERATIONS 

The  diagnosis  of  child  sexual  abuse  is  made  on 
the  basis  of  a child's  history.  Physical  examina- 
tion alone  is  infrequently  diagnostic  in  the  ab- 
sence of  a history  and/or  specific  laboratory 
findings.  The  physician,  the  multidisciplinary 
team  evaluating  the  child,  and  the  courts  must 
establish  a level  of  certainty  about  whether  a 
child  has  been  sexually  abused.  Table  2 as 
prepared  by  the  AAP  Committee  on  Child  Abuse 
and  Neglect  provides  suggested  guidelines  for 
making  the  decision  to  report  sexual  abuse  of 
children  based  on  currently  (November,  1990) 
available  information. 

As  indicated  in  Table  2,  the  presence  of  semen/ 
sperm/acid  phosphatase,  a positive  culture  for 
gonorrhea,  or  a positive  serologic  test  for  syphi- 
lis makes  the  diagnosis  of  sexual  abuse  a medi- 
cal certainty,  even  in  the  absence  of  a positive 
history  (congenital  forms  of  gonorrhea  and  syphi- 
lis excluded). 


Other  physical  signs  or  laboratory  findings  may 
be  "suggestive  of"  or  "consistent  with"  a child's 
history  of  sexual  abuse.  In  the  absence  of  a 
positive  history,  these  findings  are,  at  the  least, 
worrisome  or  suspicious  and  require  a complete 
history.  If  the  history  is  negative,  the  physician 
may  wish  to  observe  the  child  closely  to  monitor 
changes  in  behavior  or  physical  findings.  If  the 
history  is  positive,  sexual  abuse  is  more  than  a 
worry,  and  a report  should  be  made  to  the 
agency  authorized  to  receive  reports  of  sexual 
abuse. 

The  differential  diagnosis  of  genital  trauma  also 
includes  accidental  injury  and  physical  abuse. 
This  differentiation  may  be  difficult  and  may 
require  a careful  history  and  multidisciplinary 
approach.  There  are  many  congenital  malfor- 
mations and  infectious  or  other  causes  of 
anal-genital  abnormalities  that  may  be  confused 
with  abuse.  Familiarity  with  these  is  important.’9 

After  the  examination,  the  physician  should  pro- 
vide appropriate  feedback  and  reassurance  to 
the  child  and  family. 


RECORDS 

Because  the  likelihood  of  civil  or  criminal  court 
action  is  high,  detailed  records,  drawings,  and/ 
or  photographs  should  be  kept.  The  submission 


Table  1.  Implications  of  commonly  encountered  sexually  transmitted  diseases  (STDs)  for  the  diagnosis  and  reporting 
of  sexual  abuse  of  prepubertal  infants  and  children. 


STD  Confirmed 

Sexual  Abuse 

Suggested  Action 

Gonorrhea* 

Certain 

Report* 

Syphilis* 

Certain 

Report 

Chlamydia' 

Probable* 

Report 

Condylomata  acuminatum* 

Probable 

Report 

Trichomonas  vaginalis 

Probable 

Report 

Herpes  1 (genital) 

Possible 

Report5 

Herpes  2 

Probable 

Report 

Bacterialvaginosis 

Uncertain 

Medical  follow-up 

Candida  albicans 

Unlikely 

Medical  follow-up 

* If  not  perinatally  acquired 

t To  agency  mandated  in  community  to  receive  reports  of  suspected  sexual  abuse 
t Culture  only  reliable  diagnostic  method 
§ Unless  there  is  a clear  history  of  autoinoculation 

Prepared  by  the  American  Academy  of  Pediatrics  Committee  on  Child  Abuse  and  Neglect  (November  1990) 
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Table  2.  Guidelines  for  making  the  decision  to  report  sexual  abuse  of  children. 


Data  Available 

Response 

History 

Physical 

Laboratory 

Level  of  Concern 
About  Sexual  Abuse 

Action 

None 

Normal  Exam 

None 

None 

None 

Behavioral  Changes 

Normal  Exam 

None 

Low  (worry) 

± Report",  follow  closely 
(possible  mental  health  referral) 

None 

Nonspecific  Findings 

None 

Low  (worry) 

± Report";  follow  closely 

Nonspecific 
history  by  child 
or  history  by 
parent  only 

Nonspecific  Findings 

None 

Possible  (suspect) 

± Report";  follow  closely 

None 

Specific  Findings 

None 

Probable 

Report 

Clear  Statement 

Normal  Exam 

None 

Probable 

Report 

Clear  Statement 

Specific  Findings 

None 

Probable 

Report 

None 

Normal  Exam 
Nonspecific  or 
specific  findings 

Positive  Culture 
for  gonorrhea;  pos- 
itive serologic  test  for 
syphilis,  presence  of 
semen,  sperm,  acid 
phosphatase 

Definite 

Report 

Behavioral  Changes 

Nonspecific 

Changes 

Other  sexually 
transmitted  diseases 

Probable 

Report 

* A report  may  or  may  not  be  indicated.  The  decision  to  report  should  e based 
agencies. 

on  discussion  with  local  or  regional  experts  and/or  child  protective  services 

of  written  reports  to  county  agencies  and  law 
enforcement  departments  is  encouraged.  The 
more  detailed  the  reports  and  the  more  explicit 
the  physician's  opinion,  the  less  likely  the  physi- 
cian may  need  to  testify  in  civil  (juvenile)  court 
proceedings.  Testimony  will  be  likely,  however, 
in  criminal  court  where  records  alone  are  not  a 
substitute  for  personal  appearance.  In  general, 
the  ability  to  protect  a child  may  often  depend  on 
the  quality  of  the  physician's  records.20 


TREATMENT 

All  children  who  have  been  sexually  abused 
should  be  evaluated  by  competent  mental  health 
providers  to  assess  the  need  fortreatment.  Unfor- 
tunately, treatment  services  for  sexually  abused 
children  are  not  universally  available.  The  need 
for  treatment  will  vary  with  the  type  of  sexual 
molestation  (intrafamilial  versus  extrafamilial), 
the  length  of  time  the  molestation  has  gone  on, 
and  the  age  and  symptoms  of  the  child.  In 
general,  the  more  intrusive  the  abuse,  the  more 


violent  the  assault,  the  longer  the  sexual  moles- 
tation has  occurred,  and  the  closer  the  relation- 
ship of  the  perpetrator  to  the  victim,  the  worse 
the  prognosis  and  the  greater  the  need  for 
long-term  treatment.  Whether  or  not  the  parents 
are  directly  involved,  the  parents  may  also  need 
treatment  and  support  in  order  to  cope  with  the 
emotional  trauma  of  the  child's  abuse  (as  in  the 
instance  when  the  child  has  been  the  victim  of 
extrafamilial  molestation). 


LEGAL  ISSUES 

The  legal  issues  confronting  pediatricians  in 
evaluating  sexually  abused  children  include 
mandatory  reporting  with  penalties  for  failure  to 
report;  involvement  in  the  civil,  juvenile,  or  fam- 
ily court  systems;  involvement  in  divorce/custody 
proceedings  in  divorce  courts;  and  involvement 
in  criminal  prosecution  of  defendants  in  criminal 
court.  In  addition,  there  are  medical  liability  risks 
for  pediatricians. 
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All  pediatricians  in  the  United  States  are  required 
under  the  laws  of  each  state  to  report  suspected 
as  well  as  known  cases  of  child  sexual  abuse. 
These  guidelines  do  not  suggest  that  a pediatri- 
cian who  sees  a child  with  an  isolated  behavioral 
finding  (nightmares,  enuresis,  phobias,  etc)  or 
an  isolated  physical  finding  (e.g.,  a hymenal 
diameter  of  five  mm)  must  feel  obliged  to  report 
these  cases  as  suspicious.  If  additional  histori- 
cal, physical,  or  laboratory  findings  suggestive 
of  sexual  abuse  are  present,  the  physician  may 
have  an  increased  level  of  suspicion  and  then 
should  report.  Pediatricians  are  encouraged  to 
discuss  cases  with  their  local  or  regional  child 
abuse  consultants  as  well  as  with  their  local  child 
protective  services  agency.  In  this  way,  agencies 
may  be  protected  from  being  overburdened  with 
large  numbers  of  vague  reports,  and  physicians 
may  be  protected  from  potential  prosecution  for 
failure  to  report. 

Civil  courts  in  most  states  will  intervene  protec- 
tively if  it  is  more  likely  than  not  that  child  abuse 
or  neglect  has  occurred.  The  court  should  be 
acting  in  the  best  interest  of  the  child  to  try  to 
determine  the  safety  of  the  child's  environment 
and  should  be  less  concerned  with  "who  did  it" 
than  with  how  recurrence  can  be  prevented. 
These  courts  should  order  evaluations  and  /or 
treatment,  appoint  a guardian  ad  litem  and/or 
therapist  for  the  child,  and  monitor  the  family 
during  a treatment  plan. 

Pediatricians  and  children  are  faced  with  increas- 
ing numbers  of  cases  in  which  parents  who  are  in 
the  process  of  separation  or  divorce  are  alleging 
that  one  or  the  other  (or  both)  is  sexually  abusing 
the  child  during  custodial  visits.  These  cases  are 
generally  more  difficult  for  the  pediatrician,  the 
child  protective  services  system,  and  law  enforce- 
ment agencies.  They  require  more  time  and 
should  not  be  unsubstantiated  or  dismissed  sim- 
ply because  a custody  dispute  exists.  Allegations 
of  abuse  that  occur  in  the  context  of  divorce 
proceedings  should  be  reported  to  the  child 
protective  services  agency.  A juvenile  court 


proceeding  may  ensue  to  determine  whether  the 
child  needs  protection.  The  pediatrician  should 
act  as  an  advocate  for  the  child  in  these  situa- 
tions and  should  encourage  the  appointment  of 
a guardian  ad  litem  by  the  court  to  represent  the 
child's  best  interests.  It  should  be  noted  that  the 
American  Bar  Association  indicates  that  the  ma- 
jority of  divorces  do  not  involve  custody  disputes, 
and  relatively  few  custody  disputes  involve  allega- 
tions of  sexual  abuse.20 

In  criminal  proceedings,  the  standard  of  proof  is 
the  highest  — "beyond  a reasonable  doubt"  or 
"to  a reasonable  degree  of  medical  certainty." 
For  many  physicians,  this  level  of  certainty  may 
be  a focus  of  concern  because,  in  this  setting,  the 
pediatrician's  testimony  is  part  of  the  informa- 
tion used  to  ascertain  the  guilt  or  innocence  of  an 
alleged  abuser.  Physicians  should  be  aware  of 
the  specificity  of  their  findings  and  their  diagnos- 
tic significance.21 

Pediatricians  may  find  themselves  involved  in 
civil  malpractice  litigation.  The  failure  of  a physi- 
cian to  recognize  and  diagnose  sexual  abuse  in 
a timely  manner  may  lead  to  liability  suits  if  a 
child  has  been  brought  repeatedly  to  the  physi- 
cian and/ or  a flagrant  case  has  been  misdiag- 
nosed. With  approximately  50  percent  of  Ameri- 
can children  in  some  form  of  out-of-home  care, 
the  risk  of  sexual  abuse  outside  the  family  is 
substantial  (about  half  that  of  intrafamilial  abuse)3 
and  increases  the  importance  of  making  the 
diagnosis  in  a timely  manner.  The  possibility  of  a 
suit  being  filed  for  "false  reports"  by  physicians 
exists.  Statutes  generally  provide  immunity  as 
long  as  the  report  is  done  in  good  faith.  We  are 
unaware  of  any  successful  suits  as  of  this  writing. 

Civil  litigation  suits  may  be  filed  by  parents 
against  institutions  or  individuals  who  may  have 
sexually  abused  their  children.  The  physician 
may  be  asked  to  testify  in  these  cases.  In  the  civil 
litigation  cases,  the  standard  of  proof  is  "a 
preponderance  of  the  evidence." 
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CONCLUSION 

The  evaluation  of  sexually  abused  children  is 
increasingly  a part  of  general  pediatric  practice. 
The  pediatrician  will  be  part  of  a multidisciplinary 
approach  to  the  problem  and  will  need  to  be 
competent  in  the  basic  skills  of  history  taking, 
physical  examination,  selection  of  laboratory 
tests,  and  differential  diagnosis.  An  expanding 
clinical  consultation  network  is  available  to  as- 
sist the  primary  care  physician  with  the  assess- 
ment of  difficult  cases. 
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IMPORTANT  POINTS 

1 . Nonleading  interview  of  the  child  often  is  the  most  critical  component  of  the 
evaluation  for  suspected  child  sexual  abuse 

2.  Abnormal  physical  examination  findings  from  sexual  abuse  are  uncommon. 

3.  Physical  examination  for  signs  of  sexual  abuse  in  females  should  focus  on 
the  posterior  vestibule  and  hymen. 

4.  A forensic  rape  examination  should  be  performed  if  sexual  assault  has 
occurred  within  the  prior  72  hours. 

5.  The  emerging  standard  of  care  for  medical  evaluations  of  suspected  child 
sexual  abuse  recognizes  the  needs  for  patience,  compassion,  and  objectivity. 


INTRODUCTION 

Pediatricians  typically  dread  requests  for  medical 
evaluations  of  children  who  may  have  been 
sexually  abused.  Lacking  proper  training  or  ex- 
perience, many  find  these  evaluations  difficult 
and  time-consuming  for  a variety  of  reasons. 
Exposure  to  sensitive  and  uncomfortable  mate- 
rial is  required,  and  medical  findings  alone  are 
insufficient  to  reach  diagnostic  certainty  in  most 
cases.  Additional  information  required  from  the 
family  and  from  outside  social  service  or  investi- 
gative agencies  may  be  unreliable.  Perhaps  most 
importantly,  objectivity  is  required  and  the  need 
for  diagnostic  accuracy  is  high.  Errors  in  judg- 
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ment  can  potentiate  serious  consequences  for  a 
falsely  accused  perpetrator,  while  a false-negative 
diagnosis  can  leave  a child  unprotected. 
Additional  obstacles  often  hinder  accurate  diag- 
nosis of  child  sexual  abuse.  These  can  include 
delayed  or  incomplete  disclosure  of  abuse,  ex- 
treme family  stress  or  hostility,  an  overburdened 
child  protection  system,  severe  behavioral 
changes  in  the  child,  and  burdensome 
medical-legal  responsibilities.  Experienced  pe- 
diatricians in  the  field  have  learned  principles  for 
sexual  evaluations  that  allow  them  to  overcome 
most  of  these  obstacles  to  accurate  medical 
diagnosis.  These  principles  reflect  an  emerging 
standard  of  care. 


DEFINITION 

The  National  Center  on  Child  Abuse  and  Ne- 
glect defines  child  sexual  abuse  as  "contact  or 
interaction  between  a child  and  an  adult  when  a 
child  is  being  used  for  the  sexual  stimulation  of 
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that  adult  or  another  person.  Sexual  abuse  may 
also  be  committed  by  another  minor  when  that 
person  is  either  significantly  older  than  the  victim 
or  when  the  abuser  is  in  a position  of  power  or 
control  over  that  child." 


EPIDEMIOLOGY 

Prevalence 

Prevalence  rates  of  adults  reporting  a history  of 
childhood  sexual  abuse  vary,  depending  on 
methodology,  definitions,  and  sampling  tech- 
niques. Reports  of  child  sexual  abuse  have  in- 
creased steadily  over  the  past  several  years. 
Researchers  disagree  as  to  whether  this  reflects 
increased  willingness  to  report  inappropriate 
sexual  contacts,  true  increased  victimization,  or 
both.  Researchers  do  agree  that  child  sexual 
abuse  is  not  uncommon;  a reasonable  estimate 
is  that  20  percent  of  girls  and  9 percent  of  boys 
are  involved  in  developmentally  inappropriate 
sexual  activities  during  childhood  for  the  sexual 
stimulation  of  another  person. 

Risk  Factors 

Increased  risk  for  sexual  abuse  is  not  related  to 
socioeconomic  status  or  race.  Children  are  most 
likely  to  be  abused  sexually  during  preadoles- 
cence, from  ages  8 to  1 2 years.  Girls  are  more 
likely  to  be  sexually  abused  than  boys,  although 
boys  are  less  likely  to  report  abuse.  Sexual  abuse 
victims  are  more  likely  to  be  isolated  from  their 
peers,  although  this  may  be  an  effect  of  abuse. 
Family  risk  factors  associated  retrospectively  with 
child  sexual  abuse  include  poor  parent-child 
relationships,  poor  relationships  between  par- 
ents, absence  of  a protective  parent,  and  pres- 


ence of  a nonbiologically  related  male  in  the 
home. 

Victimization 

Most  perpetrators  of  sexual  abuse  are  trusted 
adult  acquaintances  of  the  child  who  often  target 
children  lacking  close  adult  supervision  and 
craving  adult  attention.  Victimization  usually  is 
gradual.  Typically,  children  initially  are  be- 
friended, slowly  seduced,  and  then  coerced  into 
silence. 


CLINICAL  PRESENTATION 

Children  who  have  been  sexually  abused  come 
to  the  attention  of  the  medical  profession  prima- 
rily in  three  ways:  presentation  of  behavioral 
changes  that  are  of  concern,  genital-rectal  or 
medical  complaints,  or  a specific  disclosure  of 
developmentally  inappropriate  sexual  contact. 

Behavioral  Changes 

Behavioral  indicators  that  can  accompany  sexual 
abuse  are  listed  in  Table  1 . These  behaviors  can 
be  manifestations  of  other  stresses  and  are  not 
independently  diagnostic  of  child  sexual  abuse. 
Sexual  acting  out  and  perpetrating  sexual  abuse 
on  others  are  the  most  specific  behavioral  indi- 
cators of  past  sexual  victimization.  Acting  out 
involves  sexually  explicit,  developmentally  inap- 
propriate activities  or  play.  Such  behaviors  are 
not  fantasy;  they  are  learned.  A child's  compul- 
sion to  repeat  activities  in  play  to  attain  mastery 
over  stressful  events  is  expected.  In  the  presence 
of  a specific  disclosure  or  compatible  physical 
findings,  behavioral  indicators  of  sexual  abuse 
add  to  the  diagnostic  certainty. 


Tablel:  Behavioral  Changes:  Possible  Indicators  of  Sexual  Abuse 


Clinging 

Neurotic  or  conduct  disorders 

Substance  abuse 

Tempertantrums 

Phobias 

School  problems 

Aggression 

Withdrawal 

Promiscuity 

Sleep  disturbances 

Depression 

Prostitution 

Nightmares 

Low  self-esteem 

Sexual  perpetration  on  others 

Appetite  disturbances 

Self-injury 

Sexual  acting  out 

Social  problems  with  peers 
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Sexual  Abuse  Versus  Sexual  Play 

Differentiation  between  sexually  abusive  acts 
and  normal  sexual  play  usually  is  straightfor- 
ward. Sexual  abuse  most  often  involves  persons 
of  different  age  and  gender;  activities  incon- 
sistent with  the  developmental  level  of  the  chil- 
dren; elements  of  coercion,  force,  pressure,  or 
secrecy;  a negative  victim  response;  and  greater 
likelihood  of  physical  injury.  By  contrast,  normal 
sexual  play  typically  involves  children  of  the 
same  developmental  age  and  gender,  includes 
mutual  agreement  to  participate,  causes  feelings 
of  guilt,  and  typically  does  not  result  in  physical 
injury. 

Genital-Rectal  or  Medical  Complaints 

Genital-rectal  or  medical  complaints  that  can 
indicate  sexual  abuse  are  listed  in  Table  2.  Only 
pregnancy  and  noncongenital  syphilis  or  gonor- 
rhea are  independently  diagnostic  of  sexual  con- 
tact. Nonmenstrual  genital  bleeding  is  highly 
suggestive  of  acute  sexual  assault  in  the  absence 
of  adequate  accident  history  or  organic  illness. 
Other  noted  genital-rectal  or  medical  complaints 
are  not  specific  for  sexual  abuse. 

Disclosure 

Disclosure  of  sexual  abuse  is  a process.  The 
availability  of  a trusted  adult  willing  to  listen  and 
to  believe  a child's  initial  disclosure  is  the  most 
important  determinant  affecting  ultimate  comple- 
tion of  this  process.  Fear  of  incrimination,  rejec- 
tion, or  punishment;  self-blame;  embarrassment; 
and  coerced  silence  commonly  lead  to  incom- 
plete and  significantly  delayed  disclosure.  In  an 
effort  to  return  to  a "normal"  family  life,  children 
frequently  recant  their  account  of  sexual  abuse. 


MEDICAL  EVALUATION:  INITIAL  COMPONENTS 
Setting 

The  medical  history  and  physical  examination  for 
suspected  child  sexual  abuse  require  a patient, 
unrushed  approach.  A clinic  setting  with  eval- 
uation by  an  experienced  examiner  is  always 
preferable.  Begin  with  a proper  introduction  and 
identify  your  role.  Sit  at  the  child's  level  and 
engage  him  or  her  in  nonthreatening  social 
conversation.  Establish  trust.  Discuss  the  pur- 
pose of  the  visit.  Explain  that  the  checkup  will 
include  a general  physical  examination  and  a 
very  gentle  examination  of  the  child's  private 
areas.  Inquire  about  the  child's  own  words  for 
these  body  areas.  Explain  that  grown-ups  must 
have  their  private  areas  checked  by  doctors  too. 
Answer  the  child's  questions  about  the  examina- 
tion and  allay  unnecessary  fears  before  proceed- 
ing. This  clearly  establishes  the  child's  needs  as 
your  central  concern. 

Parental  Interview 

Allow  the  child  to  play  while  you  talk  with  his  or 
her  caretakers.  The  parental  interview  should 
include  a past  medical  history,  a medical/  psy- 
chological review  of  systems  (see  Tables  1 and 
2),  a family  history,  a social  history,  and  a 
developmental  history.  Discuss  specific  parental 
concerns  regarding  sexual  abuse,  but  not  in  front 
of  the  child. 


CHILD  INTERVIEW 

In  studies  of  legally  proven  cases  of  child  sexual 
abuse,  a majority  of  victims  had  no  diagnostic 


Table  2:  Genital-Rectal  or  Medical  Complaints:  Possible  Indicators  of  Sexual  Abuse 


Genital,  anal,  or  urethral  trauma 

Sexually  transmitted  disease 

Foreign  body  in  vagina  or  rectum 

Genital  or  anal  bleeding 

Pregnancy 

Enuresis 

Genital  oranal  itching 

Dysuria 

Chronic  constipation 

Genital  infection  ordischarge 

Recurrent  urinary  tract  infection 

Painful  defecation 

Vulvitis  or  vulvovaginitis 

Abdominal  pain 

Encopresis 

Anal  inflammation 

Headaches 

Bruises  to  the  hard  or  soft  palate 

Chronic  genital  or  anal  pain 
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physical  findings.  Accordingly,  an  unbiased  inter- 
view of  the  child  often  is  the  most  critical  part  of 
the  diagnostic  evaluation.  Pediatricians,  social 
workers,  law  enforcement  officers,  and  prose- 
cutors experienced  in  interviewing  children  must 
decide  how  best  to  coordinate  the  initial  inter- 
views of  suspected  child  sexual  abuse  victims  in 
their  community. 

If  you  are  the  most  capable  professional  in  your 
community  available  to  conduct  the  initial  inter- 
view, obtain  a detailed  history  from  the  child.  A 
history  of  sexual  abuse  obtained  in  the  course  of 
medical  diagnosis  and  treatment  may  be  admis- 
sible in  court  as  an  exception  to  laws  restricting 
hearsay  testimony.  On  the  other  hand,  if  the 
child  previously  has  given  a thorough  disclosure 
of  sexual  abuse  to  an  experienced  social  worker 
or  investigator,  your  medical  history  can  be 
abbreviated  significantly. 

Occasionally,  further  questioning  of  a child  may 
be  deleterious.  The  child  may  find  repetitive 
questioning  unpleasant  or  threatening,  may  infer 
that  she  or  he  is  not  believed,  or  may  modify  his 
or  her  history  in  response  to  repetitive  question- 
ing. If  such  risks  appear  strong,  find  out  from  the 
primary  interviewer  whether  genital-genital, 
genital-oral,  and/ or  genital-rectal  contact  oc- 
curred. This  information  will  help  focus  the  later 
physical  examination. 

Preferably,  interview  the  patient  alone  in  a set- 
ting comfortable  for  children.  Sit  at  the  child's 
level  and  ask  him  or  her  to  discontinue  play 
activities  temporarily.  Be  supportive.  Establish 
rapport  by  inquiring  about  friends,  school,  pets, 
or  interests.  Begin  an  initial,  complete  interview 
with  open-ended  questions:  "Has  someone  ever 
touched  you  in  a way  you  didn't  like?"  "Has 
someone  ever  hurt  you  or  made  you  feel  bad?" 
"Has  someone  ever  touched  your  private  areas?" 
"What  happened?"  "Tell  me  more."  "What  else 
can  you  remember?"  "Can  you  tell  me  about  the 
last  time  this  happened?"  Because  sexual  play 
with  an  adult  or  older  child  may  be  very  pleasur- 


able for  some  children,  it  is  important  to  avoid 
any  hint  of  shock  or  judgmental  tone  in  both 
voice  and  facial  expressions.  It  is  imperative  to 
avoid  leading  questions  that  suggest  a particular 
answer.  Improper,  leading  questioning  of  sex- 
ually abused  children  can  rendertheir  disclosure 
to  you  inadmissible  legally. 

When  open-ended  questioning  is  complete,  pro- 
ceed to  more  specific  questions  for  clarification 
if  the  child  has  disclosed  sexual  abuse.  Specif- 
ically ask  if  pain,  bleeding,  or  dysuria  followed 
the  abusive  event.  Ask  for  the  abuser's  name.  Ask 
about  what  the  abuser  said,  what  clothes  the 
abuser  and  child  were  wearing,  and  where  the 
abuse  happened.  Examiners  who  have  specific 
training  and  experience  in  the  use  of  children's 
drawings  or  anatomically  detailed  dolls  may  use 
these  aids;  untrained  interviewers  should  avoid 
using  them.  Observe  and  record  your  obser- 
vations about  the  child's  behavior  during  the 
interview. 

It  is  vital  to  record  the  interview  in  maximum 
detail  in  the  medical  record.  Annotate  the  child's 
words  verbatim.  Your  records  should  allow  you 
to  recreate  the  interview,  which  you  may  be 
asked  later  to  do.  In  most  jurisdictions,  video- 
taped or  audio  recorded  interviews  are  not  re- 
quired. Although  the  majority  of  child  sexual 
abuse  referrals  ultimately  do  not  require  the 
examining  pediatrician  to  testify  in  court,  this 
possibility  always  exists.  If  your  patient's  disclo- 
sure of  sexual  abuse  was  recorded  properly,  you 
may  be  allowed  to  read  his  or  her  personal 
account  of  the  sexually  abusive  events  in  the 
court  room.  A child's  own  words  related  through 
you  can  be  very  powerful  testimony! 

Upon  closing  the  interview,  tell  the  child  that  she 
or  he  did  the  right  thing  by  telling  about  what 
happened.  Also,  assure  the  child  that  she  or  he 
did  nothing  wrong  and  is  not  in  any  trouble.  This 
reassurance  may  be  the  most  important  message 
your  patient  will  hear  during  your  entire  evalua- 
tion. Emphasize  it! 
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PHYSICAL  EXAMINATION 
Methods 

To  instill  additional  trust,  always  begin  with  a 
patient,  gentle,  general  physical  examination, 
looking  for  evidence  of  related  physical  abuse  or 
neglect.  Discuss  the  components  of  the 
genital-rectal  examination  before  proceeding. 
Girls  may  be  reassured  if  you  demonstrate  gentle 
skin  traction  on  the  back  of  their  hands  to  explain 
later  labial  traction.  Give  an  older  child  a choice 
about  parental  presence  during  this  examina- 
tion. Provide  the  child  adequate  gowns  and 
drapes.  Introduce  the  child  to  the  supportive 
adult  chaperone.  Demonstrate  respect  for  the 
child's  modesty  by  leaving  the  room  when  the 
undergarments  are  removed.  To  relax  and  dis- 
tract the  child  during  the  examination,  encour- 
age conversation.  Ask  younger  children  to  count, 
older  children  to  perform  simple  math  problems, 
or  adolescents  to  describe  an  important  event  in 
great  detail.  These  courtesies  demonstrate  sen- 
sitivity, convey  a sense  of  control  to  the  child,  and 
facilitate  cooperation  and  relaxation  during  the 
genital-rectal  examination. 

Instruments 

An  otoscope  or  other  handheld  magnification 
device  can  be  used  to  examine  the  genitalia  and 
anus.  Colposcopy  does  not  increase  significantly 
the  recognition  of  physical  findings  that  are 
diagnostic  of  sexual  abuse,  but  it  does  offer  the 
advantages  of  magnification,  excellent  illu- 
mination, and  photographic  documentation  for 
medical  and  legal  review.  Demonstrate  these 
instruments  to  your  patient  before  you  begin  the 
examination;  many  children  enjoy  looking 
through  the  colposcope. 

Techniques 

Examine  male  genitalia  while  the  patient  is  su- 
pine or  standing.  Inspect  the  anus  of  either  sex 
while  he  or  she  is  in  the  lateral  recumbent  or 
supine  position  and  holding  his  or  her  knees  to 
the  chest.  The  knee-chest  position  also  may  be 
used  to  visualize  the  anus.  Use  warmed,  gloved 
hands  to  spread  the  gluteal  folds.  Begin  gently  to 


determine  if  anal  dilation  will  occur.  Apply  greater 
traction  thereafter  in  an  effort  to  inspect  the  anus 
thoroughly.  In  cases  of  severe  or  deeper  rectal 
bleeding,  arrange  an  endoscopic  evaluation. 

In  prepubertal  girls,  a pelvic  examination  with  a 
speculum  is  unnecessary  unless  there  is  unex- 
plained, active  vaginal  bleeding.  In  most  cases, 
thorough  visual  inspection  of  the  external  geni- 
talia, vaginal  vestibule,  and  hymenal  structures 
is  sufficient.  The  vaginal  vestibule  is  the  space 
below  the  clitoris,  above  the  posterior  commis- 
sure, and  between  the  labia  minora. 

The  supine  frog-leg  position  is  comfortable  for 
most  girls.  Separate  the  labia  majora  by  apply- 
ing gentle  traction.  Grasp  the  labia  bilaterally 
between  thumb  and  forefinger  and  pull  gently 
outward  and  downward.  Because  tension  of 
other  pelvic  muscles  can  obscure  the  view  of 
vaginal  vestibular  structures,  allow  the  child  time 
to  relax  while  you  maintain  labial  traction. 

The  knee-chest  position  is  tolerated  well  by  most 
children.  While  preserving  the  patient's  modesty 
with  drapes,  instruct  her  or  him  to  lie  prone  on 
the  examining  table.  Then  assist  the  child  to 
assume  a kneeling  position  while  he  or  she 
maintains  head  and  chest  contact  with  the  table 
surface  and  lordosis  of  the  back.  Once  the  child 
is  positioned  properly,  lift  the  labia  upward  and 
apart  gently.  Use  this  examination  position  rou- 
tinely to  verify  normal  or  abnormal  findings  first 
noted  when  the  patient  is  supine.  This  technique 
allows  excellent  noninvasive  visualization  of  the 
posterior  hymen,  vagina,  anus,  and  frequently 
the  cervix. 

The  redundancy  of  the  estrogenized  postpuber- 
tal  hymen  makes  close  inspection  of  hymenal 
tissues  fortraumatic  injury  difficult  in  adolescents. 
You  can  separate  these  redundant  folds  with 
saline  drops  or  a moistend  swab. 

Variations  of  Normal 

Hymenal  appearance  may  vary  over  time  due  to 
the  effects  of  pubertal  or  exogenous  estrogen. 
An  annular  hymen  extends  360  degrees 
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circumferentially.  A crescentic  hymen,  which  is 
the  most  common  morphology,  has  attachments 
at  approximately  the  10  o'clock  to  1 1 o'clock 
and  1 o'clock  to  2 o'clock  positions  and  no 
hymenal  tissue  at  the  1 2 o'clock  position  (relat- 
ing location  in  the  supine  position  to  the  face  of 
a clock). 

The  hymenal  opening  size  varies,  depending  on 
examination  technique,  degree  of  patient  relax- 
ation, and  the  patient's  age.  There  is  a wide 
range  of  normal  hymenal  opening  sizes  among 
prepubertal  children  selected  for  nonabuse.  A 
significantly  enlarged  hymenal  opening  is  diag- 
nostic of  penetrating  sexual  abuse  only  in  the 
presence  of  posterior  hymenal  defects  confirmed 
in  two  separate  examination  positions. 

Routine  examination  of  genital-rectal  structures 
during  well  child  care  visits  offers  an  opportunity 
to  learn  the  many  normal  variations.  Colpos- 
copy offers  an  additional  learning  opportunity. 
The  widespread  use  of  colposcopic  photography 
in  the  medical  evaluation  of  child  sexual  abuse 
has  allowed  extensive  peer  review  of  such  photos 
at  educational  conferences  and  in  the  medical 
literature.  Significant  concurrence  on  "normal" 
versus  "abnormal"  findings  has  resulted.  Excel- 
lent color  atlases  of  colposcopic  photographs 
are  available  for  review  (see  Chadwick  DL,  et  al, 
and  Heger  A and  Emans  SJ  in  Suggested  Read- 
ing). 

Physical  Findings  Following  Sexual  Abuse 

For  many  reasons,  most  sexual  abuse  leaves  no 
visible  scars.  Perpetrators  may  avoid  physical 
injury  to  the  child.  Vaginal  vestibular  tissues  are 
elastic  and  genital  injuries  often  heal  rapidly. 

Digital  fondling  commonly  causes  no  tissue  dam- 
age. The  anus  was  designed  to  stretch.  Early 
pubertal  estrogen  effects  increase  hymenal  elas- 
ticity, hymenal  redundancy,  and  physiologic  vagi- 
nal secretions,  all  of  which  lessen  the  likelihood 
of  traumatic  hymenal  tearing.  Longitudinal  stud- 
ies of  sexually  abused  prepubertal  children  re- 
veal that  hymenal  defects  become  less  visible 
following  puberty.  Some  children  who  have 
normal  genital  examinations  disclose  penile  pen- 


etration that  is  verified  independently  by  confes- 
sion of  the  perpetrator.  For  all  these  reasons,  a 
normal  physical  examination  neither  confirms 
nor  excludes  sexual  abuse.  If  required  to  testify, 
pediatricians  should  expect  to  explain  the  com- 
mon absence  of  physical  abnormalities. 

Differentiation  from  Accidental  Genital  Injuries 

Female  genital  trauma  from  accidental  straddle 
injuries  most  commonly  affects  the  clitoris,  clito- 
ral  hood,  mons  pubis,  and  labial  structures. 
These  anterior  structures  are  injured  when 
squeezed  between  the  offending  object  and  the 
underlying  pubic  bone.  Usually,  straddle  injuries 
are  asymmetric  and  do  not  involve  the  hymen. 
Conversely,  when  penetrating  sexual  abuse  of 
girls  results  in  tissue  damage,  the  injuries  involve 
primarily  the  posterior  commissure,  fossa 
navicularis,  and  posterior  hymen.  Colposcopic 
studies  of  very  young  females  have  revealed  that 
congenital  angular  concavities  or  defects  may 
be  observed  anteriorly  but  not  posteriorly.  The 
incidence  of  posterior  angular  concavities  or 
defects  increases  with  age,  suggesting  acquired 
lesions.  Physical  examination  for  sexual  abuse  in 
females  should  focus  on  the  posterior  vestibular 
structures. 

Anal  Findings 

Sexually  abused  boys  rarely  demonstrate  abnor- 
mal findings.  When  present,  these  injuries  most 
often  involve  the  anus  and  are  readily  visible  on 
careful  inspection.  Penile  or  scrotal  injuries  are 
uncommon.  Acute  anal  findings  in  either  sex  can 
include  swelling,  redness,  abrasions,  and  occa- 
sionally multiple  fissures  extending  to  the  anal 
verge.  These  superficial  injuries  heal  rapidly. 
Rectal  lacerations  from  forceful  penetration  are 
uncommon.  These  deeper  injuries  occasionally 
heal  with  scarring,  which  may  become  less  vis- 
ible over  succeeding  months.  Anal  lacerations 
often  do  not  leave  scars.  Anal  findings  sugges- 
tive of  chronic,  repetitive  trauma  can  include 
anal  deformities  or  "tags"  outside  the  midline, 
dilation  greater  than  15  mm  that  occurs  within 
30  seconds  without  stool  in  the  ampulla,  or 
marked  thickening  and  irregularity  of  anal  folds 
after  complete  dilation. 
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Classification  of  Physical  Findings 

Bays  and  Chadwick  reviewed  36  clinical  studies  and  19  other  articles  on  the  medical  evaluation  of 
children  for  possible  sexual  abuse  before  proposing  a classification  of  physical  findings  (Table  3). 


Table  3:  Classification  of  Physical  Findings  (in  decreasing  order  of  diagnostic  specificity)* 


Findings  specific/diagnostic  of  sexual  abuse  even  in  absence  of  a history  of  abuse 


• Evidence  of  ejaculation 

Presence  of  semen,  sperm,  or  semen-specific  antigens  and/or  enzymes 

Pregnancy  (in  the  absence  of  consenting  intercourse  with  a peer) 

• Specifically  sexually  transmitted  diseases 
Syphilis  not  acquired  perinatally 

Gonorrhea  notacquired  perinatally 

Human  immunodeficiency  virus  infection  not  acquired  perinatally  or  intravenously 


• Fresh  genital  or  anal  injuries  in  the  absence  of  an  adequate  accidental  explanation 

Lacerations  Hematomas 

Abrasions  Ecchymoses 

Contusions  Petechiae 

Transections  Bitemarks 

Avulsions 


• An  enlarged  hymenal  opening  for  age  with  associated  findings  of  hymenal  disruption  in  the  absence  of  an  adequate  or 
surgicalexplanation. 

Absent  hymen 

Hymenal  remnants 

Healed  transections  orscars 


Findings  consistent  with  sexual  abuse:  history  and  other  investigations  may  be  important  in  diagnosis 

• Other  sexually  transmitted  diseases  not  acquired  perinatally 
Trichomonas 

Chlamydia 

Condylomata  acuminatum 

Herpes  simplex  virus 

• Hymenal  disruptions 

Posterior  or  lateral  angular  concavities  (notches/clefts) 

Transections 

Absence 

Decrease  in  amount 

Scars 

• Specificanal  changes 

Anal  scars  ortags  outside  the  midline 

Dilation  >15  mm  without  stool  in  ampulla 

Irregularity  of  the  anal  orifice  after  complete  dilation 

• Marked  dilation  of  the  hymenal  opening  persisting  in  different  examination  positions. 

Continued  on  next  page 
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TableS:  Continued 


Findings  sometimes  seen  following  sexual  abuse  but  also  following  other  causes:  history  and  other  investigation  is 
important  in  diagnosing  abuse 

• Bacterial  vaginosis 

• Extensive  labial  adhesions  in  girls  several  years  out  of  diapers,  with  no  other  cause  of  labial  chafing  or  denudation 

• Posteriorfourchette  friability 

• Otheranal changes 

Repeated  anal  dialtion  <15  mm 

Shortening  or  eversion  of  anal  canal 

Perianal  fissures 

Thickened  perianal  skin  and  reduction  of  skinfolds 

• Penile  erection  maintained  during  examination  in  prepubertal  boys 


Findings  unlikely  to  be  due  to  abuse 

• Vestibularfindings 
Erythema 

Lymphoid  follicles  on  the  fossa  navicularis 

Midline  avascular  areas  of  the  fossa  navicularis 

• Urethral  findings 

Periurethral  bands 

Urethral  dilation  with  labial  traction 

• Hymenal  Findings 

Small  hymenal  mounds,  projections,  or  septal  remnants  with  otherwise  normal  hymenal  anatomy 

Concavities  of  the  hymen  that  are  anterior,  smooth,  curved,  and/or  shallow 

Imperforate  hymen 

• Labial  Findings 

Small  labial  adhesions 

More  extensive  labial  adhesions  in  girls  still  in  diapers 

Midline  avascular  areas  of  the  posteriorfourchette 

• Intravaginal  structures  behind  a normal  hymen 
Ridges 

Rugae 

• Anal  Findings 

Erythema  Smooth  areas  in  the  midline  anterior  or  posteriorto  anus 

Increased  pigmentation  Single  episode  of  anal  dilation  <15  mm 

Venous  engorgement  after  2 minutes  in  knee-chest  position  Anal  dilation  with  stool  in  the  ampulla 

Skin  tags  or  folds  anterior  to  the  anus  in  the  midline  Flattening  of  anal  verge  and  rugae  during  anal  dilation 

• Candida  albicans 

"Adapted  from  Bays  J,  Chadwick  D.  The  medical  diagnosis  of  the  sexually  abused  child.  Child  Abuse  Neglect.  1993;  17:91- 
1 10;  with  permission  granted  from  Pergamon  Press  Ltd,  Headington  Hill  Hall,  Oxford  OX30BW,  UK. 
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LABORATORY  FINDINGS 
STD  Screening 

The  Centers  for  Disease  Control  and  Prevention 
(CDC)  recommend  asking  the  following  ques- 
tions when  deciding  whether  to  test  children  for 
sexually  transmitted  disease  (STD)  after  alleged 
sexual  assault  or  abuse: 

1)  Does  the  suspected  offender  have  an 
STD  or  is  he  or  she  considered  at  high 
risk? 

2)  Does  the  child  have  signs  or  symptoms  of 
STD? 

3)  Is  STD  prevalent  in  the  community? 

The  presence  of  vaginal  discharge  or  a history  of 
vaginal  discharge  following  sexual  abuse  in- 
creases the  likelihood  of  STD.  Prevalence  rates 
of  STDs  among  sexually  abused  children  gener- 
ally do  not  exceed  four  percent,  but  vary  among 
geographic  locales  and  infectious  agents.  The 
majority  of  sexually  abused  children  will  be  physi- 
cally asymptomatic  and  will  not  have  an  STD.  In 
nonacute  evaluations,  careful  examinations  with- 
out STD  screening  may  be  acceptable  for  an 
asymptomatic,  prepubertal  child  who  lacks  clear 
history  or  physical  examination  findings  indica- 
tive of  penetrating  sexual  abuse. 

Only  "gold  standard"  culture  systems  should  be 
used  for  STD  assessment,  and  positive  findings 
should  be  confirmed  via  multiple  microbiologic 
methods.  Nonculture  tests,  such  as  direct  fluores- 
cent antibody,  enzyme  immunoassay,  or  DNA 
nucleic  acid  sequence,  should  not  be  used;  they 
lack  adequate  specificity  on  specimens  obtained 
from  the  vagina  or  the  anus  of  children.  STD 
screening  recommendations  are  detailed  in  Table  4. 

STD  Diagnostic  Specificity  for  Sexual  Abuse 

The  diagnostic  specificity  of  STDs  for  sexual 
abuse  varies.  Gonorrhea  or  syphilis  that  is  not 
acquired  perinatally  is  diagnostic.  Although 
Chlamydia  trachomatis  can  be  acquired 
perinatally  during  vaginal  childbirth  and  persist 
thereafter  for  months,  it  is  found  more  commonly 
in  sexually  abused  than  in  nonsexually  abused 


Table4:  Screening  for  Sexually  Transmitted  Diseases 
Following  Sexual  Abuse/Assault 


Indications 

• Initial  screening  atthe  time  of  acute  sexual  assault  in 
adolescents,  in  high-risk  sexually  active  patients,  or 
when  follow-up  is  unlikely 

• Repeat  screening  approximately  2 weeks  after  acute 
sexual  assault  in  all  patients  screened  initially 

• Initial  screening  approximately  2 weeks  after  acute 
sexual  assault  in  low-risk  prepubertal  patients 

• In  sexually  abused  females  who  have  vaginal  discharge 
or  a history  of  vaginal  discharge 

• In  sexually  abused  prepubertal  children  who  have  history 
or  physical  examination  findings  indicative  of  penetrating 
trauma 

• In  sexually  abused  prepubertal  children  who  have  been 
molested  by  a person  at  high  risk  for  sexually  transmit- 
ted disease 


Screening  Tests  for  Girls 

• Serologictestingforsyphilis* * 

• Human  immunodeficiency  virus  (HIV)  serology* 

• Hepatitis  B serology* 

• Neisseria  gonorrhoeae  cultures  from  vagina  (or  cervix  in 
postpubertal females),  mouth,  and  rectum 

• Chlamydia  trachomatis  cultures  from  vagina  (or  cervix 
in  postpubertal  females)  and  rectum 

• Culture  and  wet  mount  examination  of  vaginal  swabs  for 
Trichomonas  vaginalis 

• Wet  mount  examination  of  vaginal  swabs  for  bacterial 
vaginosis 


Screening  Tests  for  Boys 

• Serologictestingforsyphilis* 

• Human  immunodeficiency  virus  (HIV)  serology* 

• Hepatitis  B serology* 

• Urethral  swab  culture  for  Neisseria  gonorrhoeae  if 
urethral  discharge,  dysuria,  positive  urine  leukocyte 
esterase,  orerythema  present 

• Urethral  swab  culture  for  Chlamydia  trachomatis  if 
urethral  discharge,  dysuria,  positive  urine  leukocyte 
esterase,  orerythema  present 


* Repeat  in  12  weeks  to  exclude  acquired  infection 
more  definitively. 
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children.  Vaginal  C trachomatis  infections  may 
not  cause  symptoms  in  children.  Genital  warts  or 
condylomata  acuminata  (human  papillomavirus) 
may  be  transmitted  to  infants  during  vaginal 
childbirth  and  persist  for  long  periods.  Genital 
warts  also  have  been  linked  to  sexual  contact. 
Both  herpes  virus  types  1 and  2 may  be  transmit- 
ted sexually,  and  both  may  cause  either  oral  or 
genital  infections.  Trichomonas  vaginalis  infec- 
tion is  rare  in  children  but  has  been  linked  to 
sexual  contact.  Bacterial  vaginosis  occasionally 
is  seen  following  sexual  abuse  but  is  not  specific. 
Although  these  latter  agents  are  less  specific  for 
sexual  abuse,  referral  to  child  protective  services 
for  family  evaluation  often  is  indicated. 


ACUTE  SEXUAL  ASSAULT 

Indications  for  Urgent  Sexual 
Assault  Examination 

Parents  or  police  occasionally  bring  to  the  emer- 
gency department  children  who  have  a history  of 
acute  sexual  assault.  Evidence  of  seminal  fluid  is 
found  infrequently  in  sexually  abused  children 
and  is  not  likely  to  persist  beyond  72  hours  after 
sexual  contact.  Therefore,  if  sexual  assault  has 
occurred  within  the  prior  72  hours,  evaluate  the 
child  immediately  and  perform  a forensic  rape 
examination. 

Additional  indications  for  urgent  evaluation 
include  genital  or  anal  injuries  requiring  treat- 
ment (e.g.,  vaginal  bleeding  or  rectal  bleeding), 
reported  depression  or  suicidal  ideation,  or  on- 
going danger  of  reabuse  or  .reprisal  by  the 
perpetrator.  If  the  child  exhibits  extreme  fatigue, 
stress,  or  anxiety,  the  examination  may  be  de- 
ferred for  a few  hours,  but  avoid  prolonged 
delays. 

Under  ideal  circumstances  the  complete  evalua- 
tion of  an  acutely  sexually  assaulted  child  will 
take  one  to  two  hours.  Often  the  victim  has  been 
traumatized  physically  and  emotionally.  To  avoid 
victimizing  the  child  again,  the  examiner  must 
employ  extraordinary  patience  and  empathy  while 
obtaining  an  objective,  nonleading  history  and 
performing  a thorough,  gentle  examination. 


Acute  Intervention 

Obtain  a detailed,  nonleading  history  and  docu- 
ment all  nongenital  injuries  photographically. 
Thoroughly  and  carefully  examine  the  abdomi- 
nal, oral,  vaginal,  and  rectal  areas.  Ideally,  a 
colposcope  or  a camera  that  has  a macroscopic 
lens  should  be  used  to  document  injuries.  If  there 
is  significant  abdominal  tenderness  or  rigidity 
suggestive  of  vaginal  or  rectal  perforation,  ob- 
tain a pediatric  surgical  consultation.  In  the 
presence  of  persistent  vaginal  or  rectal  bleeding, 
apply  a cold  compress  and  have  the  patient 
restricted  to  bed  rest  for  at  least  one  hour  while 
monitoring  vital  signs  and  obtaining  serial  ab- 
dominal examinations.  If  bleeding  persists  de- 
spite these  measures,  arrange  for  gynecologic 
examination  under  anesthesia. 

Rape  Kit 

The  emergency  department  or  local  police  can 
provide  an  adult  rape  kit  that  specifies  methods 
forcollecting  the  forensic  evidence.  These  instruc- 
tions may  require  some  modification  for  chil- 
dren. Collection,  handling,  and  storage  of  fo- 
rensic specimens  to  maintain  the  "chain  of  cus- 
tody" is  important  to  preserve  the  admissibility  of 
the  evidence  in  later  court  proceedings. 

Follow  the  instructions  to  collect  the  clothes  or 
shoes  worn  by  the  victim,  fingernail  scrapings 
and  clippings,  and  trace  evidence  such  as  dirt  or 
grass  on  the  victim's  body.  These  items  typically 
are  stored  in  paper  bags  that  are  sealed  and 
labeled. 

Uncomfortable  blood  sampling  and  removal  of 
head  and  pubic  hair  may  be  deferred  until  clearly 
necessary  or  until  the  child  has  recovered  from 
the  acute  trauma.  If  hair  samples  are  not  ob- 
tained, instruct  the  caretakers  not  to  cut,  color, 
or  chemically  process  the  child's  hair  until  the 
investigator  determines  whether  samples  are 
required.  Obtain  a dry  anal  swab,  salivary  swabs, 
and  gum/teeth  swabs  from  the  patient  according 
to  protocol  instructions. 

Completely  examine  the  child's  body  with  a 
Wood  lamp  to  search  for  semen.  Semen,  urine, 
and  other  oily  substances  "fluoresce"  a blue-green 
to  orange  color.  Obtain  Papanicolaou  or 
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air-dried  smears  from  all  assaulted  orifices. 
Obtain  at  least  two  saline  moistened  swabs  from 
each  body  cavity  to  test  for  genetic  markers  for 
semen.  Vaginal  washings  may  be  collected  for 
DNA  typing.  When  ejaculation  has  occurred, 
place  a separate  swab  obtained  from  the  appro- 
priate site  or  body  cavity  in  a small  quantity  of 
normal  saline  and  keep  it  at  body  temperature. 
As  soon  as  possible,  examine  a few  drops  of  the 
saline  on  a glass  slide  microscopically  for  motile 
and  nonmotile  sperm.  Pediatricians  who  may  be 
responsible  for  acute  sexual  assault  examina- 
tions should  familiarize  themselves  with  the  rape 
kit  used  in  their  emergency  department. 

STD  Screening 

Initial  screening  for  STDs  following  acute  sexual 
assault  is  recommended  in  adolescents,  high-risk 
sexually  active  patients,  or  when  follow-up  is 
unlikely  (Table  4).  Adolescent  victims  should 
undergo  repeat  STD  screening  in  two  weeks. 
STD  screening  of  low-risk,  prepubertal,  acute 
rape  victims  may  be  deferred  until  the  two-week 
follow-up  visit.  Twelve  weeks  after  an  acute 
sexual  assault,  serologic  testing  for  human 
immunodeficiency  virus  (HIV),  hepatitis  B,  and 
syphilis  should  be  performed. 

STD  Prophylaxis 

Consider  antibiotic  prophylaxis  for  STDs  espe- 
cially in  postpubertal  females.  Current  Centers 
for  Disease  Control  and  Prevention  (CDC)  guide- 
lines for  adolescent  and  adult  STD  prophylaxis 
following  sexual  assault  are  detailed  in  Table  5. 
This  regimen  provides  empiric  treatment  for 


chlamydial,  gonococcal,  and  trichomonal  infec- 
tions and  for  bacterial  vaginosis.  Consider  hepa- 
titis B vaccination  for  nonimmune  patients.  If  you 
decide  with  the  family  not  to  treat  prophylacti- 
cally  for  STD,  advise  immediate  follow-up  if  the 
patient  has  abdominal  pain,  dysuria,  or  vaginal 
discharge. 

Pregnancy  Prophylaxis 

Provide  pregnancy  prophylaxis  for  postpubertal 
females  when  indicated  after  informed  consent 
and  only  if  serum  pregnancy  testing  is  negative. 
Ovral™  (ethinyl  estradiol  and  norgestrel)  acts  by 
preventing  blastocyst  implantation.  The  recom- 
mended dosage  is  two  tablets  within  72  hours  of 
the  assault  and  two  tablets  12  hours  later.  If 
pregnancy  prophylaxis  is  provided  in  this  man- 
ner, the  pregnancy  rate  is  less  than  2 percent. 
Nausea  is  a common  side  effect  of  the  treatment. 
There  is  a slightly  increased  risk  of  fetal  urogeni- 
tal malformations  if  pregnancy  occurs  despite 
prophylactic  therapy. 


DIFFERENTIAL  DIAGNOSIS 

The  differential  diagnosis  of  suspected  child 
sexual  abuse  injury  is  extensive  (Table  6).  The 
conditions  most  commonly  confused  with  sexual 
abuse  include  vulvovaginitis  from  poor  hygiene, 
bubble  baths,  infections  with  common  upper 
respiratory  or  gramnegative  pathogens,  or  for- 
eign bodies;  accidental  genital  trauma;  and 
congenital  midline  structural  variations. 


COMPLICATIONS 


Initial  Effects 

The  initial  short-term  effects 
of  child  sexual  abuse  may  be 
defined  arbitrarily  as  those 
reactions  occurring  within  two 
years.  The  most  common  one 
noted  in  empiric  studies  is 
fear.  Internalized  sequelae 
can  include  sleep  and  eating 
disturbances,  phobias,  de- 
pression, guilt,  shame,  and 


Table  5:  STD  Prophylaxis  in  Adolescents  and  Adults*  Following  Sexual  Assault 


• Ceftriaxone  125  mg  intramuscularly  in  a single  dose 

PLUS 

• Metronidazole  2 g orally  in  a single  dose 

PLUS 

• Doxycycline  100  mg  orally  BID  for  7 days 

• Consider  Hepatitis  B vaccination  if  nonimmune 

*The  CDC  1993  Sexually  Transmitted  Diseases  Treatment  Guidelines  do  not  provide 
specific  STD  prophylaxis  recommendations  for  prepubertal  children.  Presumptive 
treatment  for  sexually  abused  children  is  not  widely  recommended  because  girls  appear 
to  be  at  lower  risk  for  ascending  infection  than  are  adolescent  or  adult  women.  Close 
follow-up  is  recommended  Advise  follow-up  as  soon  as  possible  if  abdominal  pain  or 
dysuria  is  experienced  or  vaginal  discharge  appears. 
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anger.  Externalized  manifestations  can  include 
school  problems,  delinquency,  aggression  and 
hostility,  antisocial  behavior,  inappropriate  sexual 
behavior,  and  running  away. 

Long-term  Effects 

Depression  is  the  symptom  reported  most  com- 
monly by  adults  molested  as  children.  In  addi- 
tion, adult  victims  of  child  sexual  abuse  can 
demonstrate  signs  of  anxiety,  tension,  and  self- 
destruction.  Sleep  problems  and  eating  disor- 
ders may  result.  Dissociation  experiences  have 
been  reported  in  up  to  21  percent  of  sexual 
abuse  survivors.  Finally,  sexual  abuse  victims 
commonly  report  feelings  of  isolation  and  stig- 
matization, poor  self-esteem,  problems  with  in- 
terpersonal relationships,  negative  impact  on 
later  sexual  functioning,  and  a tendency  toward 
revictimization  and  substance  abuse. 

Victimization  from  child  sexual  abuse  continues 
long  after  the  abusive  acts  cease. 

The  long-term  negative  impact  from  sexual  abuse 
is  increased  if  the  child  feels  responsible,  if 
coercion  was  used  to  maintain  silence,  if  sexually 
abusive  acts  involved  penetration,  if  the  fre- 
quency or  duration  of  sexual  abuse  was  exces- 
sive, and  if  the  perpetrator  was  a close  family 
member. 


MANAGEMENT 
Reporting  Laws 

In  all  50  states,  a physician  is  mandated  by  law 
to  report  all  cases  of  suspected  child  sexual 
abuse  to  the  appropriate  child  protection  system 
agency.  American  Academy  of  Pediatrics  guide- 
lines for  deciding  to  report  sexual  abuse  of 
children  are  reproduced  in  Table  7.  Failure  to 
report  can  result  in  legal  penalties.  Pediatricians 
should  report  cases  of  sexual  assault  to  local  law 
enforcement  officials  as  well. 


Table  6:  Differential  Diagnosis  of  Child  Sexual  Abuse 
Dermatologic  Conditions 

• Lichen  sclerosis 

• Diaperdermatitis 

• Pinworms 

• Poorhygiene 

• Bubble  bath 

• Nonabusive  bruising 

• Seborrheic,  atopic,  or  contact  dermatitis 

• Lichen  simplex  chronicus 

• Lichen  Planus 

• Psoriasis 

• Bullous  pemphigoid 

• Perianal  venous  congestion 

Congenital  Conditions 

• Labial  fusion 

• Hemangioma 

• Midline  defects 

• Prominent  medial  raphe 

• Linea  vestibularis 

• Perianal  hyperpigmentation 

• Midline  anal  skin  tags 

• Diastasis  ani 

Injuries 

• Straddle  injury 

• Splitting  injury 

• Female  circumcision 

• Hairtourniquet 

• Seat  belt  or  motor  vehicle  accident  injury  to  genitalia 

Anal  Conditions 

• Crohn  disease 

• Postmortem  anal  dilation 

• Chronic  constipation 

• Rectal  prolapse 

• Hemolytic-uremic  syndrome 

• Rectal  tumor 

Infections 

• Streptococcal  vaginitis 

• Perianal  cellulitis 

• Perinatally  acquired  warts 

• Varicella 

• Candida 

Urethral  Conditions 

• Prolapse 

• Caruncle 

• Hemangioma 

• Sarcoma  botryoid 

• Ureterocele 

Other 

• Behget  disease 
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Acute  Support 

Child  sexual  abuse  can  trigger  intense  emotional 
trauma  in  the  child,  the  family,  the  accused 
perpetrator,  the  examining  pediatrician,  and  other 
child  protection  system  professionals.  The  pri- 
mary initial  concern  must  be  for  the  child's 
physical  and  emotional  well  being.  Do  not  blame 
the  child  or  a family  member.  Tell  the  child  that 
what  happened  was  not  his  or  herfault.  Reassure 
the  child  that  she  or  he  did  nothing  wrong.  Tell 
the  child  that  she  or  he  is  normal.  Older  children 
can  be  reassured  that  they  "look  just  like  other 
kids  their  age"  and  "can  grow  up  and  get  married 
and  have  babies  if  they  were  meant  to."  Children 
who  have  sustained  physical  injuries  from  sexual 
abuse  should  be  reassured  that  they  will  heal. 
Provide  this  direct  reassurance  in  the  presence  of 
parents.  Discuss  the  anticipated  intervention  of 
the  child  protection  and  investigative  system.  Be 
supportive  of  the  family,  but  remain  objective. 
Do  not  offer  premature  reassurance  about  the 
outcome;  your  role  is  medical,  not  legal. 


Anticipatory  Guidance 

Specific  questions  commonly  are  asked  of  pedia- 
tricians by  victims  of  child  sexual  abuse  or  their 
parent(s).  Be  prepared  to  discuss  acquired  im- 
munodeficiency syndrome  risk,  homosexuality, 
promiscuity,  and  loss  of  virginity.  The  risk  of 
human  immunodeficiency  virus  (HIV)  transmission 
in  sexual  abuse  is  real  but  very  small.  Empiric 
literature  on  behavioral  / emotional  complica- 
tions of  child  sexual  abuse  suggests  that  a por- 
tion of  the  victim  population  may  respond  with 
increased  inappropriate  sexual  behavior.  Sexual 
abuse  of  boys  has  not  been  associated  clearly 
with  later  homosexual  orientation.  Many  families 
place  enormous  importance  on  the  issue  of  lost 
virginity.  In  these  families,  a pediatrician's  state- 
ment that  a child  has  lost  her  virginity  through 
sexual  abuse  may  precipitate  significant  family 
rejection  of  the  child.  When  asked  directly  if  a 
child  has  lost  her  virginity,  consider  telling  the 
child  and  family  that  she  will  only  lose  her 
virginity  when  she  has  sexual  relations  with  some- 


Table  7:  Guidelines  for  Deciding  to  Report  Sexual  Abuse  of  Children 


Data  Available 

Response 

History 

Physical 

Laboratory 

Level  of  Concern 
About  Sexual  Abuse 

Action 

None 

Normal  Exam 

None 

None 

None 

Behavioral  Changes 

Normal  Exam 

None 

Low  (worry) 

Report*;  follow  closely 
(possible  mental  health  eferral) 

None 

Nonspecific  Findings 

None 

Low  (worry) 

Report*;  follow  closely 

Nonspecific 
history  by  child 
or  history  by 
parent  only 

Nonspecific  Findings 

None 

Possible  (suspect) 

Report*;  follow  closely 

None 

Specific  Findings 

None 

Probable 

Report 

Clear  Statement 

Normal  Exam 

None 

Probable 

Report 

Clear  Statement 

Specific  Findings 

None 

Probable 

Report 

None 

Normal  Exam 
Nonspecific  or 
specific  findings 

Positive  Culture 
for  gonorrhea;  pos- 
itive serologic  test  for 
syphilis;  presence  of 
semen,  sperm,  acid 
phosphatase 

Definitive 

Report 

Behavioral  Changes 

Nonspecific 

Changes 

Other  sexually 
transmitted  diseases 

Probable 

Report 

* A report  may  or  may  not  be  Indicated  The  decision  to  report  should  be  based  on  discussion  with  local  or  regional  experts  and/or  child  protective  services 
agencies 
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one  she  chooses.  At  the  time  of  the  acute  medical 
evaluation,  be  prepared  to  listen  patiently  to 
these  concerns  and  provide  objective  feedback 
where  appropriate. 

Ongoing  Support 

Arrange  acute  psychological  evaluation  for  the 
child  when  sexual  abuse  is  confirmed  or  sus- 
pected and  facilitate  long-term  counseling  there- 
after. Avoid  the  temptation  to  arrange  private 
therapy  for  the  perpetrators  of  intrafamilial  abuse 
without  involving  the  child  protection  system. 
Sexual  abuse  can  recur  even  when  the  perpetra- 
tor is  in  therapy.  Involve  the  child  protective 
services  system  to  help  assure  the  ongoing  safety 
of  the  child. 


SUMMARY 

Multiple  obstacles  can  hinder  the  medical  evalu- 
ation of  suspected  child  sexual  abuse  in  pediatric 
primary  care.  The  need  for  diagnostic  accuracy 
is  high.  Knowledge  of  sexual  abuse  risk  factors, 
an  understanding  of  the  victimization  process, 
and  awareness  of  the  varied  clinical  presenta- 
tions of  sexual  abuse  can  be  of  assistance. 

Open-ended  questioning  of  the  suspected  victim 
is  the  most  critical  component  of  the  evaluation. 
Skillful  medical  interviewing  requires  time,  train- 
ing, patience,  and  practice.  Pediatricians  lack- 
ing any  of  these  four  requirements  should  defer 
interviewing  in  sexual  abuse  cases  to  other  pro- 
fessionals. 

Abnormal  physical  findings  from  sexual  abuse 
are  uncommon.  Colposcopy  has  assisted  pedia- 
tricians greatly  in  reaching  consensus  regarding 
diagnostic  physical  findings.  Cases  of  acute  sexual 
assault  require  familiarity  with  the  forensic  rape 
examination,  STD  screening  and  prophylaxis, 
and  pregnancy  prevention.  Victimization  from 
sexual  abuse  continues  long  after  the  abusive 
acts  end,  often  requiring  long-term  therapeutic 
intervention. 


An  emerging  standard  of  care  for  medical  evalu- 
ations of  suspected  child  sexual  abuse  recog- 
nizes the  requirement  for  patience  and  compas- 
sion while  retaining  objectivity.  The  pediatrician's 
primary  concern  must  be  for  the.  child's  physical 
and  emotional  well-being. 
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NEW  RESIDENCY  TRAINING? 


•How  to  Lower  Your  Malpractice  Premiums 
•How  to  Lawsuit-ProofYour  Practice  Using  Trusts  and  Other  Legal  Entities 
•Five  (5)  Types  of  Trusts  and  How  to  Use  Them  to  Save  Income  & Estate  Taxes 
•The  Best  Ways  to  Fund  and  Protect  Your  Retirement 


The  Doctor  s Asset  Protection  Kit® 


Leading 

Asset  Protection  Attorney 
David B.  Mandell,  JD,  MBA 
and  a 

Team  of  Practicing  Physicians 
designed  a 

multi-media  kit  including: 


• 300  pg.  Asset  Protection  Guide 

• 50  pg.  Special  Report 

• Doctors  Forum  Audio  Cassette 

• Delaware-Specific  Exemptions 

• Financial  Worksheets 


For  Fastest  Service:  Call  (800)  554-7233 
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c. 


50%  Off 

Special  Offer 


For  Delaware  Physicians 

Regularly  $199:9§ 
Your  Price  $99.95 
(Tax  Deductible) 


30  DAY  MONEY  BACK  GUARANTEE 

name 


address 


city  state  zip 


credit  card 


expiration  date  I 

______  _____  ---J 


Learn  to  Utilize: 

• Homestead  Laws 

• State  Exemptions 

• Joint  Ownerships 

• 5 Types  of  Trusts 

• Limited  Liability  Co’s 

• Limited  Partnerships 

• Corporations 

• Wills/Estate  Planning 

Mail  to:  Guardian  Publishing 
269  S.  Beverly  Drive 
Suite  810 

Beverly  Hills,  CA  90212 
FAX:  (213)  782-8520 


EDITORIAL 


Primary  Care 

E.  Wayne  Martz,  M.D. 


In  the  past  year,  we  have  seen  a new  trend  in  the 
medical  profession,  a vying  for  the  title  of  pri- 
mary care  physician.  In  1 934,  84  percent  of  all 
practicing  physicians  identified  themselves  as 
General  Practitioners.  By  1 965,  that  percentage 
was  down  to  37  percent,  with  only  1 5 percent  of 
medical  students  admitting  an  intention  to  do 
General  Practice.  Generations  of  physicians  have 
gone  through  linguistic  contortions  trying  to 
explain  to  their  mothers'  friends  why  they  were  "a 
GP"  instead  of  a Surgeon  or  some  other 
identifiable  specialist,  or  worse  yet,  an  intern(ist). 
"You  mean  that  after  all  those  years  of  residency 
you're  still  an  intern  ?!?!"  Now,  all  of  a sudden 
everyone  wants  to  be  defined  as  a primary  care 
doctor.  The  Pediatrician  defines  himself  as  doing 
primary  care  in  a special  age  group.  The  Obste- 
trician does  general  practice  in  a special  gender 
group.  The  Internist  does  primary  care  "but  not 
obstetrics,  pediatrics  or  surgery."  Even  the  Sur- 
geon, if  he /she  is  not  too  busy,  confesses  to 
doing  "a  little  bit  of  general  practice."  The 
Emergency  physician,  who  is  in  truth  about  as 
primary  as  it  gets,  seems  to  be  about  the  only  one 
not  claiming  it. 

What  on  earth  is  causing  this  turn  about?  Could 
it  be  Managed  Care,  or  the  fear  of  it?  Primary 
care  physicians  are  being  made  the  gate  keepers 
and  referrals  to  highly  trained  specialists  are 
declining,  or  at  least  those  who  make  referrals 
are  under  pressure  to  reduce  costs  or  face 
de-listing. 


Each  of  the  specialties  seeking  to  be  known  as 
primary  care  physicians  is  coming  up  with  its  own 
definition  of  what  a primary  care  physician  RE- 
ALLY is.  These  definitions  are  all  similar,  but  each 
contains  little  clauses  that  seem  to  exclude  one 
or  more  of  the  other  groups.  One  "focuses  on 
(the)  physician's  training  and  expertise  rather 
than  on  legislative  mandates  or  managed  care 
policies."  Another  ignores  training  and  expertise 
entirely  but  emphasizes  accessibility,  continuity 
of  care,  periodic  checkups  and  coordination  of 
referrals.  Yet  another  indicates  that  a majority  of 
the  practice  must  be  in  primary  care,  evidently  to 
prevent  a group  from  claiming  primary  care  and 
specialist  status  at  the  same  time.  Finally,  one 
group  covers  all  fronts  by  having  four  defini- 
tions:- primary  care,  primary  care  practice,  pri- 
mary care  physician  and  limited  primary  care 
provider.  It  draws  a distinction  between  Family 
Physicians  and  primary  care. 

All  this  semantics  is  too  much  for  me.  I think  it 
safe  to  assume  that  the  definitions  can  change  to 
meet  the  requirements  of  the  laws,  regulations 
and  managed  care  policies.  I went  back  to  the 
start  of  it  all  in  1 965-66  and  looked  at  the  reports 
of  three  very  prestigious  commissions  which 
came  out  within  one  year:  Planning  for  Medical 
Progress  Through  Education,  the  Lowell  T. 
Coggeshall  report;  Meeting  the  Challenge  of 
Family  Practice,  the  William  R.  Willard  report, 
and  the  one  that  originally  coined  the  phrase 
"primary  care,"  The  Graduate  Education  of  Phy- 
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sicians,  the  John  S.  Millis  report.  These  three  did 
more  to  change  the  complexion  and  direction  of 
the  training  of  our  physicians  than  anything  else 
since  the  Flexner  Report  of  1910.  John  Millis, 
PhD  who  developed  the  term  (primary  care), 
envisioned  it  as  characterizing  a physician  of  first 
contact,  providing  continuity  of  care,  for  a di- 
verse population,  having  comprehensive  knowl- 
edge, taught  as  an  institutional  responsibility 
and  including  specifically  experience  in  emer- 
gencies, preoperative  and  postoperative  care, 
and  "a  new  body  of  knowledge  derived  from 
psychiatry  and  sociology."  This  is  a difficult  pack- 
age to  envision,  yet  much  has  been  added  to  it 
since  then,  such  as  patient  education,  immuniza- 
tions, practice  in  various  settings,  family  involve- 
ment and  a personal  relationship  between  doc- 
tor and  patient.  Such  a doctor  can  surely  walk  on 
water.  It  is  no  wonder  that  everyone  wants  to  be 
called  a primary  care  doctor.  That's  a REAL 
doctor. 


Kgntmere 

A Not-for-profit 

Community  Nursing  Care  Center 

Love.  Compassion.  Companionship. 

Creative  activity.  A warm  comfortable 
homelike  atmosphere  for  hundreds  of 
men  and  women  since  1901.  Skilled  and 
Intermediate  Care.  Special  Care  for 
Alzheimer's  patients. 

We're  Medicaid  and  Medicare 
approved.  When  you  need  a nursing 
care  center  for  one  of  your  patients, 
consider  Kentmere.  For  information 
call  Yvonne  Dinneen  at  302/652-331  1. 

Operated  by  The  Home  of  Merciful  Rest  Society,  Inc. 

A Caring  Environment 
Since  1901 

1900  Lovering  Avenue  Wilmington,  Delaware 


Papastavros’ 

Associates 


MEDJCAL 

A A. / ^t.L.C. 

t Papastavros’  Associates  Medical  Imaging 
Centers  our  skilled  professionals  are  committed  to 
providing  the  most  advanced  diagnostics  in  a 
caring  and  comfortable  atmosphere. 

We  are  dedicated  to  meeting  the  ever  changing 
needs  of  the  community  and  maintaining  the 
highest  quality  service  available  today. 


‘The  quality  sendees  that  we  proud e include: 

♦ X-Hay  ♦ M/R.l.  Scanning  * Ultrasound  ♦ 
♦ C.Ct/T.  Scan  ♦ Nuclear  Medicine  ♦ 

♦ Mammography  ♦ 

Trull  Sendee  Imaging  Centers  Located  at: 


♦ 1701  Augustine  Cutoff  ♦ 40  Polly  Drummond  Hill  Rd. 


Suite  100,  Bldg.  IV 

Suite  100,  Bldg.  4 

Wilmington,  DE  19803 

Newark,  DE  19711 

(302)  632-3016 

(3°U  737-5990 

Other  Convenient  Locations 

1508  Pennsylvania  Avenue 

2700  Silverside  Road 

478-1100 

1 805  Foulk  Road 

475-8036 

420  Christiana  Medical  Center 

368-3959 

1320  Philadelphia  Pike 

792-2529 

1941  Limestone  Medical  Building 

9C)2-0502 

1502  Delaware  Street,  New  Castle 

328-1502 

2600  Summit  Bridge  Road 

836-8350 

16  Omega  Drive  Bldg,  B-89 

738-550° 

5317  Limestone  Road 

239A4 ‘5 

550  Stanton-Christiana  Road 

6 3 3-99 10 

314  E.  Main  St.,  Newark,  DE 

455-0775 

Quality,  Care  and  Service  Since  195S 
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LETTER  TO  THE  EDITOR 


Westside  Health  Service 


William  H.  Duncan,  M.D. 


To  the  Editor: 

The  Medical  Society  of  Delaware,  along  with 
many  of  its  individual  members,  has  historically 
supported  efforts  throughout  the  State  to  pro- 
vide access  to  medical  care  for  all  Delawareans. 
It  is  no  surprise  to  the  members  that  these  efforts 
are  usually  unrecognized  by  the  public.  This 
letter  provides  a description  of  a means  whereby 
recognition  of  such  support  may  be  noted  in 
perpetuity. 

Since  1 988  Westside  Health  Service  has  served 
residents  of  southwest  Wilmington,  manyof  whom 
have  nowhere  else  to  go  for  medical  care,  except 
hospital  emergency  rooms.  Fifty-two  percent  of 
Westside's  patients  are  Hispanic  and  have  diffi- 
culty in  describing  their  symptoms  in  English  or  in 
understanding  the  physician's  instructions.  It 
has  always  been  Westside's  mission  to  provide 
community  based  primary  health  care  and  edu- 
cation to  meet  the  health  needs  of  this  targeted 
population  in  Delaware,  regardless  of  their  abil- 
ity to  pay.  Westside  believes  its  care  must  be 
accessible,  affordable,  patient  oriented,  cultur- 
ally competent  and  cost  effective. 

Services  offered  at  Westside  are  primary  and 
preventive  health  care  and  health  education. 
Enhancement  services  include  case  manage- 
ment, translation,  outreach  and  laboratory  ser- 
vices. 


In  April  1 998,  Westside  will  move  from  the 
Adams  Four  area  to  a new  facility  a short  dis- 
tance away,  at  Fourth  and  Scott  streets,  where 
approximately  9,000  Medicaid  and  uninsured 
patients  will  have  a state-of-the-art  primary  care 
health  center. 

Planning  for  the  new  facility  began  in  1996  as 
Westside  was  rapidly  outgrowing  its  leased  facil- 
ity. Now  the  medical  home  to  2,800  families, 
Westside  is  continuing  to  grow  at  the  rate  of  two 
to  three  new  patients  per  day.  The  new  center 
will  be  equipped  to  meet  the  demand  for  care 
from  many  of  the  11,000  Medicaid  recipients 
who  have  been  added  to  the  rolls  in  Delaware 
through  the  managed  care  program,  imple- 
mented in  January  1996. 

This  service,  one  of  only  two  federally  qualified 
community  health  centers  in  Delaware,  has  come 
a long  way  since  it  was  started  in  1988.  I well 
remember  as  Chairman  of  the  Health  Resources 
Management  Council,  the  founder  of  Delaware 
Nursing  Center,  Inc.,  Salle  McDaniel,  applying 
to  the  State  for  status  as  a Health  Professional 
Shortage  Area  (HPSA),  and  the  positive  impres- 
sion that  application  left  with  the  Council  and  the 
Bureau  of  Health  Resources  Management. 

Beneficial  National  Bank's  officers  recognized 
Westside's  need  for  space,  at  the  same  time 
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Beneficial  was  planning  to  reduce  the  physical 
size  of  its  branch  office  at  Fourth  and  Scott 
Streets.  Therefore  Beneficial  donated  its  1 1,000 
sq.  ft.  building  valued  at  $350,000  to  Westside. 

The  building  will  include  a large  community 
meeting  room  available  to  physicians  and  resi- 
dents for  case  discussions,  for  health  education 
courses,  smoking  cessation  support  groups  and 
meetings,  a triage  service,  a blood  drawing  unit, 
sixteen  examination  rooms,  four  offices  for  phy- 
sicians, a pharmacy,  and  a laboratory.  When 
ready  to  operate  at  full  capacity,  Westside  will 
employ  four  full  time  physicians,  four  family 
nurse  practitioners,  and  clinical  support  staff. 

This  most  ambitious  program  requires  significant 
funding.  By  keeping  the  design  conservative, 
Westside  will  be  able  to  build  this  23,000  sq.  ft. 
facility  for  approximately  $2  million.  Robert  W. 
Pierce,  president  and  CEO  of  Beneficial  Na- 
tional Bank,  is  chairing  a dedicated  committee  of 
volunteers  who  have  already  raised  over  70 
percent  of  the  goal.  Delaware  Foundations  have 
been  especially  generous  and  enthusiastic  about 
the  project.  Some  of  the  largest  gifts  have  come 
from  the  Longwood  Foundation  and  the  DuPont 
Company.  Ffowever,  the  project  still  needs  the 
interest  and  generosity  of  the  community,  espe- 
cially the  medical  community,  to  raise  the  final 
$600,000. 

To  that  end,  Westside's  Board  of  Directors  is 
offering  some  special  tribute  and  memorial  op- 
portunities to  honor  physicians  who  have  self- 
lessly served  our  community.  Each  one  of  the 
sixteen  examination  rooms  is  available  to  be 
named  in  memory  of  one  of  our  members, 
possibly  a perfect  opportunity  for  the  friends, 
families  and  patients  of  some  of  our  outstanding 
physicians  to  memorialize  their  name  and  ser- 
vice by  dedicating  a room  in  their  memory. 
Donations  for  such  a memorial  are  $ 1 0,000.  All 
gifts  to  the  Westside  building  campaign  will  be 


greatly  appreciated  and  will  be  recognized  in 
several  ways.  Those  giving  in  the  following 
categories  will  receive  recognition  on  Westside's 
Donor  Wall: 

Founder's  Club: 

Those  giving  $3,000  and  above 

Builder's  Club: 

Those  giving  $1,000  and  above 

Community  Club: 

Those  giving  $300  and  above 

Named  room  recognition  is  available  at  the 
following  levels: 


Walk  in  Urgent  Care: 

$ 50,000 

Reception  Area: 

$ 24,000 

Waiting  Rooms: 

$ 

15,000 

Examination  Rooms: 

$ 

10,000 

Nurses  Station: 

$ 

5,000 

Laboratory: 

$ 

5,000 

Pharmacy: 

$ 

5,000 

If  you  are  interested  in  learning  more  about 
memorial  or  named  gift  opportunities,  please 
call  Lolita  Lopez,  executive  director,  Westside 
H ea Ith  Service,  302-655-5576,  or  ask  me  for  a 
pledge  card,  302-656-0689.  These  tax-deduct- 
ible gifts  may  be  paid  for  over  a three  or  even  a 
five  year  period. 

How  fitting  it  would  be  to  see  the  names  of  our 
medical  leaders  inscribed  somewhere  within  this 
important  community  project. 

Westside  Health  Service  1 997 
Capital  Campaign  Advisory  Committee 

William  H.  Duncan,  M.D. 

Joan  T.  Mobley,  M.D.,  Chair 

Carlos  Duran,  M.  D. 

Stephen  R.  Permut,  M.D. 

James  H.  Gilliam,  Jr.,  Esq. 

Michael  T.  Teixido,  M.D. 

Joseph  A.  Lieberman,  III  M.D. 
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Fas  t Facts 

Princeton  Insurance  Company 


We're  Rated  'Excellent'  by  A.M.  Best 


For  the  fourth 
consecutive  year, 
Princeton  Insurance 
Company  has  received 
an  "A-"  (excellent) 
rating  from  A.M.  Best 
Company,  Inc.,  an 
independent  organiza- 
tion that  monitors  the 
financial  stability  of 
insurance  companies. 

The  Best  rating  is 
based  on  Princeton's 
1996  operating  and 
financial  results. 
Princeton  and  its 
parent  company 

Policyholders 

In  1996,  Princeton 
policyholders  pre- 
vailed in  94  percent  of 
the  professional 
liability  cases  man- 
aged by  our  company 
and  resolved  by  the 
courts.  In  all,  we 
managed  1,377  cases 
last  year,  1,294  of 
which  were  favorably 
disposed  through 
dismissal,  summary 
judgment,  or  a trial 


together  rank  as  the 
nation's  eleventh- 
largest  medical 
malpractice  insurer. 


that  resulted  in  a 
defense  verdict. 

Our  company  has 
a long-standing  record 
of  defending  policy- 
holders in  court.  We 
have  vigorously 
battled  meritless 
claims,  even  at  times 
when  defending  a 
claim  cost  more  than 
making  an  early 
settlement.  Our 
approach  serves 


with  policyholders  in 
the  mid-Atlantic 
region  numbering 
almost  25,000. 


policyholders  well, 
since  a successful 
defense  means  no 
National  Practitioner 
Data  Bank  report. 


Protect  Your 
Office  Staff 

Competitively  priced 
workers'  compensa- 
tion coverage  is  now 
available  from 
Princeton  Insurance 
Company.  We  have 
provided  workers' 
compensation  insur- 
ance to  New  Jersey 
hospitals  since  1982 
and  more  recently 
began  offering  the 
coverage  to  doctors' 
offices  and  small 
businesses  in  the  mid- 
Atlantic  region. 

Our  workers' 
compensation  policy 
may  be  purchased  by 
itself  or  along  with 
professional  liability 
insurance.  For  details, 
please  return  the 
coupon  below. 


How  to  Reach  Us 


i 1 

fYES!  I'd  like  more  information  on  the  s 
following: 

‘ □ Professional  liability  insurance 

! □ Workers'  compensation  insurance  ! 

I Name: ! 

I Specialty: ! 

I Address: i 

I City:  | 

| State, Zip:  | 


Surplus*  Growth 


*The  difference  between  assets  and  liabilities,  surplus  provides  a 
cushion  against  large,  unanticipated  financial  losses. 


Win  Most  Court  Cases 


4 North  Park  Drive 
Hunt  Valley,  MD  21030 

(800)  757-2700 
(410)  785-0900 


746  Alexander  Road 
Princeton,  NJ  08540 

(800)  433-0157 
(609)  452-9404 


Phone  Number:  ( ) 

Fax  Number:  ( ) 

Mailto:  Princeton  Insurance  Company 

Communications  Department  - DMJ 
P.O.  Box  5322,  Princeton,  NJ  08543-5322 


Visit  us  on  the  Internet  at:  http://www.pinsco.com 


L 
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Recovery  at  home 
just  got  a little  easier. 


Home  Medical  Equipment  is 

often  an  essential  component 
in  a patient’s  plan  of  care  — 
especially  home  care.  What  could  be 
more  natural  than  Home  Medical 
Equipment  from  the  Visiting  Nurse 
Association? 

We  have  combined  the  quality, 
efficiency,  and  cost-effectiveness  of 
VNA  home  healthcare  services  with 
Home  Medical  Equipment.  Now 
with  one  phone  call,  you  can  bring 
complete  home  healthcare  to  your 
patients. 

Statewide  and  regional  free 
delivery,  professional,  guaranteed  four- 
hour  delivery,  and  contracts  with  most 
healthcare  plans. 

Call  1-888-VNA-0001. 


VNA. 


Visiting  Nurse 
Association 
IdelawareI  of  Delaware 
75  Tears  of  Caring 


OF  CURRENT  INTEREST 


E.  Wayne  Martz,  M.D. 


PRIMARY  BILIARY  CIRRHOSIS 

PRIMARY  BILIARY  CIRRHOSIS  is  not  a common 
disease,  but  for  those  who  have  it  or  undertake 
to  treat  it,  the  course  is  most  disheartening.  It  is 
largely  a disease  of  middle  aged  women  and 
starts  innocently  and  subtly  as  a diffuse  pruritus 
which  turns  out  to  be  related  to  a hyperbiliru- 
binemia. It  progresses  slowly  and  relentlessly 
over  a five  year  period  as  a diffuse  generalized 
sclerosing  biliary  obstruction  ending  in  hepatic 
failure  and  either  a liver  transplant  or  death. 
Because  it  is  sometimes  seen  in  association  with 
autoimmune  diseases,  it  has  been  postulated  for 
at  least  the  past  25-30  years  that  it  may  have  an 
autoimmune  basis.  Now  out  of  Tufts  University 
there  are  reports  of  stabilizing  the  disease  and 
even  partial  remissions  in  some  patients  by  the 
use  of  methotrexate.  Let  us  hope  the  reports  are 
accurate  and  the  results  reproducible. 

ADENOCARCINOMA  OF  THE  COLON 

Chemotherapy  in  good  hands  has  revolution- 
ized the  management  of  cancer  patients  over  the 
past  35  years.  One  stubborn  holdout  has  been 
ADENOCARCINOMA  OF  THE  COLON.  Now  we 
read  of  a newer  type  of  chemotherapeutic  agent 
that  is  actually  activated  by  enzymes  found  pre- 
dominantly in  cancer  cells.  The  metabolic  prod- 
ucts of  the  drug  (capecitabine)  are  converted  at 
the  cellular  level  to  5-fluorouracil,  a well  known 
potent  anti-cancer  agent,  but  one  so  toxic  that  it 
could  not  be  pushed  to  full  effectiveness.  With 
the  activity  limited  to  the  cellular  level  it  was  tried 
on  bowel  adenocarcinoma  and  has  shown  bet- 
ter than  a 25  percent  response  rate,  enough 
better  than  anything  else  to  justify  extensive 
world-wide  testing. 


ALPHA  1 ANTITRYPSIN  DEFICIENCY  (A1AD) 

Anyone  who  treats  a lot  of  emphysema  (asthma, 
chronic  bronchitis,  COPD)  is  struck  by  the  almost 
universal  association  with  cigarette  smoking. 
Even  with  fairly  advanced  disease,  progression 
may  be  arrested  by  smoking  cessation,  and 
without  smoking  cessation,  even  in  fairly  early 
cases,  relentless  progression  is  the  rule.  It  is 
always  startling  therefore  to  occasionally  find  a 
patient  with  emphysema  who  has  never  smoked 
and  has  no  known  exposure  to  industrial  dusts  or 
toxic  air  pollutants.  These  patients  often  have 
ALPHA  1 ANTITRYPSIN  DEFICIENCY  (A1AD),  a 
rather  serious  genetic  disorder.  A recent  report 
from  the  World  Health  Organization  (WHO) 
indicates  that  such  cases  may  be  much  more 
common  than  previously  thought.  With  emphy- 
sema patients  who  smoke  we  assume  it  is  cause 
and  effect,  whereas  the  smoking  may  in  reality  be 
a co-factor.  WHO  is  proposing  widespread 
screening  for  A1  AD  as  that  is  partly  treatable  (by 
intravenous  alpha  1 proteinase  inhibitor)  and 
better  case  management. 

ISCHEMIC  HEART  DISEASE  AND  DEPRESSION 

It  is  said  that  there  is  an  association  between 
ISCHEMIC  HEART  DISEASE  AND  DEPRESSION. 
That  sounds  logical  to  me,  but  the  depression 
may  militate  against  optimal  response  after  sur- 
gical or  medical  intervention,  and  therefore  treat- 
ing the  depression  may  be  an  important  part  of 
treating  the  whole  patient.  We  need  to  be  careful 
when  selecting  an  antidepressant  to  avoid  any 
that  may  have  cardiovascular  side  effects  such  as 
changes  in  heart  rate  or  rhythm,  blood  pressure 
rise  or  fall,  fluid  or  salt  retention,  etc.  Some  of  the 
tricyclic  antidepressants  may  not  be  the  best 
choice  for  this  reason. 
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TAM  Consulting  Associates,  Inc. 

Information  Management  Services 

OUR  MISSION: 


TO  HELP  YOU  WORK  SMARTER 
NOT  HARDER 


DOES  THE  THOUGHT  OF  SELECTING 
NEW  TECHNOLOGY  FOR  YOUR  PRACTICE 
SEND  CHILLS  DOWN  YOUR  SPINE??? 


ARE  YOU  SURE  YOUR  CURRENT 
AUTOMATION  VENDOR  IS 
GIVING  YOU  THE  BEST  DEAL??? 


WE  CAN  HELP  !!! 


Our  services  include: 

• Development  of  a Strategic  Information  Systems  Plan  that  will  help  identify  and  meet 

your  practice's  future  automation  objectives  and  directions. 

• Assessment  of  the  offices  current  operational  environment. 

• Evaluation  and  selection  of  technology  solutions  and  cost  effective  improvements. 

• Review  and  negotiation  of  hardware  and  software  system  acquisitions  and  support  contracts. 

• Provide  technology  and  data  management  on  an  outsourced  basis. 


Give  us  a call  today  !!! 
(302)425-5560 


TAM  Consulting  Associates,  Inc. 

1701  Augustine  Cut-Off,  Suite  14  • Wilmington,  DE  19803 
Thomas  A.  Mieszala  - President 


IN  BRIEF 


14TH  ANNUAL  CME  CLINICAL  UPDATE  IN 
PULMONARY  MEDICINE 

Course  director  Mervyn  Feierstein,  M.D.,  of  the 
Deborah  Fieart  & Lung  Center  in  Brown  Mills,  New 
Jersey  has  announced  the  following: 

WHAT:  14th  Annual  Clinical  Update  in 

Pulmonary  Medicine 

WHEN:  Saturday,  December  13,  1997 

WHERE:  Trump  World's  Fair  Casino  - Atlantic 
City,  New  Jersey 

This  course  is  sponsored  by  the  Department  of 
Pulmonary  Medicine  at  the  Deborah  Fieart  & Lung 
Center.  This  one  day  course  and  luncheon  is 
designed  for  physicians  practicing  in  such 
disciplines  as  internal  medicine,  pulmonary 
medicine,  and  family  practice.  Allied  health 
professionals  are  also  invited. 

For  more  information,  please  contact  the  Center 
for  Bio-Medical  Communication  at  201-385- 
8080. 


MISA  CONFERENCE 

The  following  MISA  Conference  is  jointly 
sponsored  by  the  Allegheny  University  of  Health 
Sciences  Division  of  Behavioral  Healthcare 
Education  and  the  Center  for  Therapeutic 
Community  Research  at  the  National  Develop- 
ment and  Research  Institutes,  Inc. 

WHAT:  Advances  in  Theory,  Research  and 

Practice,  Integrated  Approaches  to  Co- 
occuring  Mental  Illness  and  Substance 
Abuse 

WHEN:  September  21 -23,  1997 

WHERE:  Omni  Inner  Harbor  Hotel  - Baltimore, 
Maryland 

COST:  $345-$385 

For  more  information,  please  call  Colleen  Dunne 
at  215-842-4380. 


1997  FALL  COURSES  - DELAWARE  ACADEMY 
OF  FAMILY  PHYSICIANS 

The  Delaware  Academy  of  Family  Physicians  is 
sponsoring  a series  of  courses  to  be  held  over  ten 
consecutive  Wednesdays,  from  September  10, 
1997  through  November  12,  1997.  The  courses 
are  to  be  held  from  noon  until  1 :30  p.m.  in  the  St. 
Francis  Hospital  Conference  Center  in  Wilmington, 
Delaware. 

The  cost  for  the  ten  course  series  is  $ 1 00  (for  DAFP 
members)  and  $110  (for  non-members).  Indi- 
vidual lectures  may  be  attended  for  $30  each. 

For  more  information,  please  contact  Anne  Bader 
at  302-762-4469. 

R.  O.  Y.  WARREN,  M.D.  MEMORIAL  SEMINAR 

The  R.O.Y.  Warren,  M.D.  Memorial  Seminar  is 
jointly  sponsored  by  the  Delaware  Chapter  of  the 
American  Academy  of  Pediatrics  and  the  Delaware 
Academy  of  Medicine.  The  seminar  is  to  be  held 
on  Friday,  November  7,  1997  at  the  Delaware 
Academy  of  Medicine  Building. 

The  topics  to  be  covered  are:  Principles  of  Sleep 
and  Circadian  Timing  • Sleep  Patterns  and  Sleep 
Disorders  in  Adolescents  • Failure  to  Thrive  • Drug 
Addiction  and  Infants  • Community  Pediatrics. 

For  registration  information,  please  call  Christine 
Schnatterer  at  302-733-7679. 

WOMEN  AND  EPILEPSY  SEMINAR 

The  Epilepsy  Foundation  is  sponsoring  a seminar 
entitled  Women  and  Epilepsy.  This  seminar  will  be 
held  on  Wednesday,  September  24,  1 997  from  5- 
9 p.m.  at  the  American  Heart  Association  of 
Delaware.  This  course  is  approved  for  2.5 
Category  1 CME/CEU  hours. 

To  register,  please  call  the  Epilepsy  Foundation  at 
302-324-4455. 


Del  Med  Jrl,  August  1997,  Vol  69  No  8 


439 


BEAN 
AIR  FORCE 
PHYSICIAN. 


Become  the  dedicated 
physician  you  want  to 
be  while  serving  your 
country  in  today’s  Air 
Force.  Discover  the 
tremendous  benefits  of 
Air  Force  medicine.  Talk 
to  an  Air  Force  medical 
program  manager  about 
the  quality  lifestyle, 
quality  benefits  and  30 
days  of  vacation  with 
pay  per  year  that  are 
part  of  a medical  career 
with  the  Air  Force.  And 
enjoy  the  satisfaction  of 
a general  practice  with- 
out the  financial  and 
management  burden. 
Today’s  Air  Force  offers 
an  exciting  medical  envi- 
ronment and  a non-con- 
tributing retirement  plan 
for  physicians  who  qual- 
ify. Learn  more  about 
becoming  an  Air  Force 
physician.  Call 


USAF  HEALTH  PROFESSIONS 
TOLL  FREE 
1-800-423-USAF 


Advanced  CT  Imaging 
at  Three  Locations 

Brandywine  Imaging  Center, 

Omega  Imaging  Center,  Pike  Creek  Imaging  Center 


Diagnostic  Imaging  Associates,  P.A.  has  three  locations  in 
Northern  Delaware  providing  advanced  Computerized  Tomography  (CT)  imaging; 
Brandywine  Imaging  Center  in  North  Wilmington,  Pike  Creek  Imaging  Center 
in  the  Pike  Creek  area  and  Omega  Imaging  Associates  for  your  patients 
in  the  Newark  area.  DIA’s  high  resolution  scanners  are  capable  of 
dynamic  scanning  and  spatial  resolution  of  .5  millimeters.  Each  facility  has  a 
board  certified  radiologist  on  staff  with  special  fellowship  training  in  body  CT.  For  your 
convenience,  patients  can  be  scheduled  same  day  with  wet  reading  faxed  immediately. 

❖ 

Diagnostic  Imaging  Associates  accepts  virtually  all  HMO,  PPO  and 
Fee  For  Service  health  insurance  plans  including; 

Principal,  US  Healthcare  and  all  Blue  Cross  Blue  Shield  programs 

❖ 

Our  full  range  of  out-patient  imaging  services  include: 

• High-Field  MRI  • New  spiral  CT  scanning  • Ultrasound  including  Color  Doppler 
• Fluoroscopy  • Mammography  • Nuclear  Medicine  and  General  X-ray 

For  information  and  the  office  nearest  you,  please  call  302-425-4DIA. 

“At  DIA  we  strive  to  be  the  best  not  the  biggest” 

Diagnostic  Imaging  Associates,  PA 

Brandywine  Imaging  Center  • 701  Foulk  Road  ■ Suite  E-1  • Wilmington  • 654-5300 
Omega  Imaging  Associates  • L-6  Omega  Professional  Center  • Newark  • 738-9300 
Omega  Magnetic  Resonance  Imaging  Center  • L-6  Omega  Professional  Center  • Newark  • 738-9300 
Omega  Medical  Center  • K-15  Omega  Professional  Center  • Newark  • 368-5100 
Omega  Nuclear  Diagnostic  Center  • K-15  Omega  Professional  Center  • Newark  • 368-8150 
Pike  Creek  Imaging  Center  • 3105  Limestone  Road  • Suite  106  • Wilmington  • 995-2037 
Wilmington  Magnetic  Resonance  Imaging  Center  • 1020  Union  Street  • Wilmington  • 427-9855 
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INFORMATION  FOR 
ADVERTISERS 

The  Delaware  Medical  Journal  is  a monthly 
publication  of  the  Medical  Society  of  Delaware. 
The  Journal  reaches  approximately  75  percent 
of  the  state's  physicians,  as  well  as  medical 
libraries,  and  hospitals;  its  circulation  is  approxi- 
mately 1 ,630. 

Full-,  half-  and  quarter-page  advertisements  are 
accepted.  Half-  and  quarter-page  ads  may  be 
either  vertical  or  horizontal.  The  Journal  can 
provide  such  services  as  four-color  or  matched 
color  ads;  camera  work  (halftones,  line  shots); 
and  typesetting. 

Closing  for  space  reservations  is  the  first  of  the 
month,  two  months  prior  to  publication.  Closing 
for  materials  is  the  first  of  the  month,  one  month 
prior  to  publication. 

All  advertisements  are  subject  to  approval  by  the 
Publications  Committee  of  the  Medical  Society 
of  Delaware. 

For  a media  kit  or  for  more  information,  call 
Kristine  Riccardino  at  302/658-7596  or  80Q/ 
348-6800  (Kent  or  Sussex  Counties). 
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Specialized  technology. 
Personalized  care. 


Full-color  tomographic,  “Bull’s  eye”  and  3-dimensional  results  of  a Spect 
Thallium-201  perfusion  scan  help  determine  extent  of  myocardial  ischemia. 


Every  result  of  every  test  performed  at  the 
Cardiac  Diagnostic  Center  is  personally  inter- 
preted by  a cardiologist  — and  in  your  hands  in 
less  than  48  hours  — so  you  can  follow  up  with 
your  patient  as  soon  as  possible  and  begin  treat- 
ment, if  necessary. 

Cardiac  Diagnostic  Center,  a division  of 
Cardiology  Consultants,  P.A.,  performs  a broader 
range  of  non-invasive  cardiac  procedures  than 
any  other  diagnostic  center  in  the  area.  In  fact, 
the  above  illustrated  Spect  Thallium-201  perfu- 
sion scan  is  just  one  of  the 
many  fast,  reliable,  compre- 
hensive non-invasive  tests  we 
offer,  including: 


• Electrocardiogram  (ECG) 

• Treadmill  Exercise  ECG  (Stress  Test) 

• Persantine  or  Dobutamine  Stress  Test 

• MUGAScan 

• Echocardiography  (Doppler  and  Color  flow) 

• 24-hour  Event  Recorder  (Holter) 

• 30-day  Event  Recorder  (Loop) 

• Stress  Echocardiography 

• 24-hour  Blood  Pressure  Monitor 

Call  (302)  994-6500  for  the  specialized  technology 
and  the  personalized  care  you  want  for  your 
patients.  Refer  them  to  the 
Cardiac  Diagnostic  Center — 
for  caring  beyond  technology. 


it  01RDMC 
« DMGNOSTC 


CENTER 


For  caring  beyond  technology 


Consultants: 

Kevin  M.  Boyle,  M.D. 

Arthur  W.  Colbourn,  M.D. 
Barry  S.  Denenberg,  M.D. 
Andrew  J.  Doorey,  M.D. 
Edward  M.  Goldenberg,  M.D. 
Richard  F.  Gordon,  M.D. 
Ronald  L.  Lewis,  D.O. 
Raymond  E.  Miller,  M.D. 
Michael  J.  Pasquale,  M.D. 


Paul  C.  Pennock,  M.D. 

David  Ramos,  M.D. 

James  M.  Ritter,  M.D. 
Michael  E.  Stillabower,  M.D. 
Henry  L.  Weiner,  M.D. 

Mark  R.  Zolnick,  M.D. 


3105  Limestone  Road 
Suite  202 

Wilmington,  DE  19808 
(302)  994-6500 

(Saturday  hours  available) 


3521  Silverside  Road 
Concord  Plaza 
Quillen  Building,  Suite  1A 
Wilmington,  DE  19810 
(302)  477-6500 

Medical  Office  Building 
540  South  Governors  Avenue 
Suite  10  IB 
Dover,  DE  19904 
(302)  672-1890 


Investments  • Trusts  • Banking  Services 


PNC  Private  Bank  is  a service  mark  of  PNC  Bank  Corp.  Banking  and  trust  services  are  provided  as  follows:  Pennsylvania  and  Newjersey,  PNC  Bank,  National 
Association;  in  Massachusetts  and  Connecdcut,  PNC  Bank,  New  England;  in  Delaware,  PNC  Bank,  Delaware;  in  Ohio  and  northern  Kentucky,  PNC  Bank,  Ohio, 
National  Association;  in  western  Kennicky,  PNC  Bank,  Kentucky,  Inc.;  in  Indiana,  PNC  Bank,  Indiana,  Inc.;  in  Florida,  PNC  Bank  FSB.  Members  FDIC. 
Brokerage  services  are  offered  through  PNC  Brokerage  Corp,  a registered  broker-dealer  and  member  SIPC.  PNC  Brokerage  Corp  is  a subsidiary  of 

PNC  Bank,  National  Association,  which  is  not  a broker-dealer. 


What  if  your  investment  manager 
could  add  something  unique  to  your  portfolio? 


Like  maybe  150  years  of  experience. 


For  more  than  150  years,  PNC  Bank  has  been 
helping  individuals  create  and  build  wealth. 
We  start  by  gaining  a thorough  understanding 
of  you  and  your  asset  management  and  estate 
planning  needs.  We  draw  upon  our  highly- 
regarded  investment  research — the  same  research 
used  by  over  250  other  investment  firms  around 
the  world — to  identify  opportunities  for  you. 


Then  we  apply  our  blended  investment  style 
and  disciplined  risk  management  process  to 
help  you  meet  your  investment  goals.  Finally,  our 
professionals  work  closely  with  your  legal,  insurance 
and  tax  advisors  to  develop  and  implement  an 
estate  plan  that  fully  meets  your  personal 
objectives.  Find  out  the  difference  our  experience 
can  make.  Call  John  Amalfitano  at  (302)  429-2025. 


PNC  PRIVATE  BANK 

SM 

Visit  us  on  the  World  Wide  Web.  Our  address  is  http://www.pncbank.com 
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University  of  Maryland 
Health  Sciences  Library  - 
Serials 

1 1 1 South  Greene  Street 
Baltimore,  MD  21201 


Community  Imaging  Center 
At  Limestone  Meets 
AH  Your  Medical  Imaging  Needs. 


Limestone  Medical  Center 

1941  Limestone  Road,  Suite  214 

Wilmington,  DE  19808 

Telephone:  (302)  892-6200 

Fax:  (302)  892-6206 

Internet:  www.communitymed.com 


David  S.  Grubbs,  M.D.,  FACC,  FACP 
Medical  Director 

Frank  DiGregorio,  CNMT,  RDMS 
Director  of  Diagnostic  Imaging 


Community  Imaging  Center  Offers: 


Therapy 

1- 131  Thyroid  Ablation 
Strontium/Bone  Metastases 

Cardiology 

Cardiovascular  Stress  Test 

2- D  Echocardiogram 
ECG 

Holter  Monitor 
Loop  Monitor 
Signal  Averaged  ECG 

Ultrasound 

Abdominal 

Breast 

Extremity 

Obstetrical 


Pelvic 

Retroperitoneal 

Testicular 

Thyroid 

Transvaginal 

Vascular  Ultrasound 

Arterial  Duplex  Scan 
Carotid  Duplex 
Venous  Duplex  Scan 

Nuclear  Medicine 

Abcess  Localization 
Brain  Scan 
Bone  Scan 
First  Pass 

Gastric  Emptying  Scan 


Gastrointestinal  (GI)  Bleed  Scan 
Gated  Blood  Pool  (MUGA)  Scan 
Hepatobilary  (HIDA)  Scan 
Liver  and  Spleen  Scan 
Lung  Scan 
Meckel’s  Scan 

SPECT  Myocardial  Perfusion  Scan 
(Cardiolite  or  Thallium) 
Parathyroid  Scan 
Renal  Scan 
Testicular  Scan 

Thyroid  Carcinoma  Metastases 
Imaging 
Thyroid  Scan 
Tumor  Localization 

Offering  imaging  with: 

Cardiolite  ixpsmmm 


Prompt,  courteous  service  • Test  results  available  in  24  hours  or  less  • All  positive  tests  called  and  faxed 


There’s  a Community  Medical  Center  Near  You: 


Silvers  ide  Medical  Center 


2700  Silverside  Road 
Wilmington  (302)  478-1100 
Medical  Aid  Unit 
Laboratory 
X-Ray 


Limestone  Medical  Center 


1941  Limestone  Road 
Wilmington  (302)  992-0500 
Medical  Aid  Unit 
Laboratory 
X-Ray 

Ambulatory  Surgery 
Community  Imaging  Center 
Nuclear  Medicine 
Ultrasound 
Cardiology 
Therapy 


Community 
J^edical  (are,  Inc. 


inn  nit  y Jm  aging  (enter 


A division  of  Community  Medical  Care,  Inc. 


Serving  and  managing  the  outpatient  needs  of  the  community 
with  quality,  affordable  medical  care  since  1978 


ty  Jmaging  (enter 

a division  of  Community  Medical  Care,  Inc. 


ARE  YOUR  FEMALE  PATIENTS  GETTING  THE  BEST 
POSSIBLE  MYOCARDIAL  PERFUSION  TESTS? 

JACC  VOL.  29,  No.  1 

(Journal  American  College  of  Cardiology) 

JANUARY  1997:69-77 

“Comparative  Diagnostic  Accuracy  of  Tl-201  and  Tc-99m  Sestamibi  SPECT  Imaging  (Perfusion  and 
ECG-Gated  SPECT)  in  Detecting  Coronary  Artery  Disease  in  Women” 

Conclusions:  Thallium-201  and  Tc-99m  Sestamibi  myocardial  perfusion  scintigraphic  studies  have 
similar  sensitivities  in  the  detection  of  CAD  in  women.  However,  the  specificity  of  Tc-99m  Sestamibi  is 
significantly  higher  than  that  of  Tl-201 . This  specificity  is  further  enhanced  by  the  use  of  ECG-Gated 
SPECT  Tc-99m  Sestamibi  imaging. 


Community  Imaging  Center  was  the  first  lab  in  Wilmington  to  routinely 
perform  ECG-Gated  SPECT  using  Tc-99m  Sestamibi  (CARDIOLITE)™ 
on  all  patients.  ECG-Gated  SPECT  provides  perfusion,  wall  motion  and 
Ejection  Fraction  in  one  study. 


HERE  IS  WHAT  OUR  PATIENTS  HAVE  TO  SAY  ABOUT  US 

“Last  Friday,  I had  a Cardiolite  stress  test  at  your  facility.  This  could  have  been  an 
awkward  and  unpleasant  experience;  but  due  to  the  professionalism  and  courtesy 
exhibited  by  the  employees  of  your  Center,  I felt  comfortable  and  reassured.  Please 
accept  my  thank  you  and  gratitude.  I will  pass  my  opinion  on  to  my  doctor  (...)  and 
remain  sincerely  (...)”. 

• Prompt,  courteous  service  • Test  results  available  in  24  hours  or  less  • All  positive  tests  called  and  faxed 


We  participate  with  virtually  all  insurance  carriers 


Phone:  302-892-6200  Fax  302-892-6206  Internet:  www.communitymed.com 
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Instructions  to  Authors 

The  Delaware  Medical  Journal  (DMJ)  is  owned  and  published  by  the 
Medical  Society  of  Delaware  as  amedium  of  communication,  education  and 
expression  for  its  members,  and  also  for  others  striving  for  excellence  in 
medical  practice.  Articles  in  the  DMJ  are  intended  to  be  scientific  and 
educational  and  are  not  intended  to  reflect  standards  of  medical  care.  All 
material  published  is  under  copyright.  On  receipt  of  material  submitted  for 
publication,  a suitable  release  form  will  be  sent  for  signature  by  all  authors. 

Scientific  articles  on  medical  matters  are  especially  welcomed,  including  case 
reports,  clinical  experiences,  observations  and  information  on  matters 
relevant  to  medical  practice.  Other  material  may  also  be  accepted  if  the 
editorial  staff  deems  it  of  interest  to  DMJ  readers.  All  submissions  should 
include  a brief  summary. 

It  is  highly  recommended  that  authors  familiarize  themselves  with  DMJ style 
before  submitting  manuscripts  for  consideration. 

All  material  forpublication  should  be  submitted  on  a 3 1/2"  computer  diskette 
in  WordPerfect  6.0  or  Word  6.0.  A printout  of  the  manuscript  must 
accompany  the  disk.  Manuscripts  may  also  be  submitted  in  paper  form 
(typed  or  printed  out  on  good-quality  paper  - one  side  only,  double-spaced, 
one-inch  margins),  though  computer  disk  is  preferable.  The  ideal  manuscript 
length  is  two  to  12  pages.  Up  to  12  references  per  manuscript  will  be 
accepted,  each  keyed  with  superscripts  in  the  text  in  the  order  cited.  The 
format  should  follow  that  used  in  the  Index  Medicus.  Authors  are 
responsible  for  the  accuracy  of  the  citations. 

Graphs,  charts  and  black-and-white  glossy  photographs  are  accepted  if 
important  to  the  understanding  of  the  text,  but  should  not  exceed  four  or  five 
pieces.  Each  should  have  a label  affixed  on  its  back  indicating  its  name, 
number,  and  “top.”  A separate  legend  should  be  provided  for  each.  Do  not 
write  on  the  back,  or  scratch  or  mar  them  using  paper  clips.  Do  not  mount 
them  on  cardboard. 

Photos  of  patients  should  generally  be  taken  in  a way  that  obscures  the 
patient’s  identity.  Photos  in  which  a patient’s  face  must  be  clearly  seen, 
however,  must  be  accompanied  by  signed  release  forms. 

All  manuscripts  are  reviewed  by  the  editor  and  all  scientific  articles  are  then 
sent  for  peer  review  by  members  of  the  Editorial  Board  and/or  other 
appropriate  physicians.  The  usual  processing  time  to  publication  is  two  to  four 
months,  though  in  some  circumstances  this  may  be  longer  or  shorter. 
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A PHYSICAL 
CHECK  UP  IS 
IMPORTANT. 

SO  IS  AN 
INSURANCE 
CHECK  UP. 


When  a patient  tells  you,  “I  can’t  take  the  time  for  a check  up,”  your  response 
usually  goes  something  like,  “You  have  to  make  time  for  your  own  health.” 

The  same  holds  true  with  your  insurance  program.  We  know  you’re  busy,  but  “You 
have  to  make  time  for  the  health  of  your  protection.”  We  can  save  you  time  (and 
money)  by  handling  all  your  insurance  needs . . . professional  and  personal. 

Also,  when  you  use  MSDIS/PLI/ZUTZ,  the  Medical  Society  benefits  as  well. 

Call  MSDIS/PLI/ZUTZ  at  658-8000  today, 

An  insurance  check  up  today  could  prevent  a major  financial  crisis  tomorrow. 


Medical  Society  of  Delaware  Insurance  Services,  Inc, 
1925  Lovering  Avenue  • Wilmington,  DE  19806 
571-0986 


ml 


Harry  Davtd  Zutz  Insurance,  Inc. 


Advanced  MRI  Imaging 
at  two  Locations 

Largest  aperture  (60CM),  incredible  detail 

The  General  Electric  HORIZON  1.5T  HiSpeed  imager  is  now  available  at 
Omega  MRI  and  the  GE  HORIZON  LX  1.5T  HiSpeed  imager  at  Wilmington  MRI. 


GE  Horizon  LX  1.5T  HiSpeed  imager 


The  Advantages  include;  larger  bore  opening 
(60cm  as  compared  to  open  MRI  47cm) 
allowing  greater  comfort  foi 
claustrophobic  patients, 
highest  possible  image 
quality,  plus  new  exams, 
such  as,  MR  Urography, 

MRCP  and  3D  contrast 
enhanced  MR  angiography. 

angiogram 


Early  stroke  detection 

Brain  perfusion  can  be  evaluated  by  using 
first-pass  Gadolinium 
without  a radioactive 
substance,  thereby,  aid- 
ing in  the  early  detection 
of  brain  tumors  or  lesions. 

This  image  shows  a CVA 
not  detected  on  routine 
MRI  or  CT. 


early  stroke 


Diffusion  weighted  images  can  demonstrate 
an  infarct  6-24  hours  prior  to  a routine  CT  or 
MRI.  Proton  Spectroscopy, 

MRS  (non-invasive  chemi- 
cal biopsy)  shows  elevated 
lactate  levels.  The  greatest 
potential  of  this  technology 
is  accurate  stroke  detect- 
ion, allowing  for  early 
definitive  therapy. 


Diagnostic  Imaging  Associates  full  range 
of  out-patient  imaging  services  include: 

• 1.5  Tesla  MRI  (two  magnets) 

• Spiral  CT  scanning 

• Ultrasound  including  Color  Doppler 

• Fluoroscopy  with  digital  RF 

• Mammography  with  Senographe  DMR 

• Nuclear  Medicine  and  General  X-ray 


For  information  and  the  office  nearest  you,  please  call  302-425-4DIA. 


Web  page  http://members.aol.com/diaxray/diahome.html 


Diagnostic  Imaging  Associates,  PA 

Brandywine  Imaging  Center  • 701  Foulk  Road  • Suite  E-1  • Wilmington  • 654-5300 

Omega  Imaging  Associates  • L-6  Omega  Professional  Center  • Newark  • 738-9300 

Omega  Magnetic  Resonance  Imaging  Center  • L-6  Omega  Professional  Center  • Newark  • 738-9300 

Omega  Medical  Center  • K-15  Omega  Professional  Center  • Newark  • 368-5100 

Omega  Nuclear  Diagnostic  Center  • K-15  Omega  Professional  Center  • Newark  • 368-8150 

Pike  Creek  Imaging  Center  • 3105  Limestone  Road  • Suite  106  • Wilmington  • 995-2037 

Wilmington  Magnetic  Resonance  Imaging  Center  • 1020  Union  Street  • Wilmington  • 427-9855 
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FOR  RENT 

2323  Pennsylvania  Avenue 
Wilmington,  Delaware  19806 

• Centrally  located 

• 88  parking  spaces 

• 1 00%  owner-occupied 

• Handicap  access  (elevator) 

• Utilities  included 

• Approximately  1,000  sq.  ft.  & reception  desk 

• Available  for  inspection 

• Immediate  Occupancy 

• Rental  fee  - $1200  per  month  (all  inclusive) 

CALL  (302)  655-4510 


DICKINSON  MEDICAL  GROUP 

MICHAEL  H.  MARK,  M.D. 
BRUCE  I.  LOBAR,  M.D. 

NEUROLOGY  & EMG 

Two  Locations  Available 

800  N.  DUPONT  HWY. 
MILFORD,  DE  19963 
302-422-3355 

431  SAVANNAH  ROAD 
LEWES,  DE  19958 
302-645-4595 


DR.  LOBAR  IS  AVAILABLE  IN  MILFORD  ONLY 


Don’t  let  estate 
taxes  take  your 
family  inheritance. 


Help  provide  your  heirs  with  the  cash  to  pay! 

► The  federal  government  can  take  up  to  half  of  many  estates. 

► When  the  second  person  in  a married  couple  dies,  taxes  are  generally 
due  in  nine  months.  Where  will  your  estate  get  the  money? 

► Transamerica  Occidental’s  TransSurvior™  Life  115 
life  insurance  policy  can  provide 
the  funds  generally  free  of  federal 
income  tax * when  they’re  needed! 

If  your  estate  is  over  $3  million,  call  for 

a confidential,  no  obligation  proposal. 

633-8584 

Lester  Smalls,  Jr. 

Transamerica  Life  Companies 

300  Bellevue  Parkway,  Suite  190 

Wilmington,  DE  19809 

i Transamerica 

. OCCIDENTAL  LIFE 

The  power  of  the  Pyramid  is  working  for  yo«.®  * Under  current  federal  tax  laws. 


You  Call  j 


Claire  Guise 

Health  Care 
Recruiter 
12  Years  Experience 

Mi 


K 


gEE 

The  Area's  Fastest  Growing  Staffing  Service 


302-656-5555 

1700  Shallcross  Ave. 
Wilmington,  DE  19806 
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BASSETT,  BROSIUS  & DAWSON,  INC. 


FINANCIAL  & INVESTMENT  CONSULTING 

Building  and 
conserving  wealth, 
reducing  taxation, 
and  producing 
dependable  income 
streams  since  1980. 

Call  for  a FREE  12 
minute  cassette  tape 
that  explains  our 
work. 

Frederick  J.  Dawson,  ChFC,  CLU 
Financial  Advisor 


E.A.  Delle  Donne  Corporate  Center 
1011  Centre  Road,  Suite  308,  Wilmington,  DE  19805 

(302)  999-9330 


SECURITIES  OFFERED  THROUGH 

INVESTMENT,  MANAGEMENT  & RESEARCH,  INC.  MEMBER  NASD/SIPC. 


SPIRAL  CT 
Christiana 


is  now  available  at 
Imaging  Center. 


This  state-of-the-art  unit  offers 
several  advantages  to  patients 
and  physicians: 

■ Reduced  scan  time 

■Increased  image  clarity 
and  detail 

“Single  breath-hold  scans 
of  the  abdomen  and  chest 


We  also  offer  three-dimensional 
reconstruction  and  surface  rendering. 
This  is  particularly  valuable  where 
anatomical  detail  is  important  such 
as  orthopedics  or  facial  trauma  cases. 
This  is  part  of  our  commitment  to 
providing  you  and  your  patients 
with  the  highest  quality  imaging 
care  available. 


Evening  appointments  until  8 p.m.  are  available. 

If  you  would  like  to  know  more  about  the  spiral  CT  scanner,  call  731-9800. 
Centralized  scheduling  731-9860. 

Professional  services  by  X-Ray  Associates. 


You  Can  Lead  a Horse  to  Water . . . 


The  Medical  Society  of  Delaware  needs  your 
help.  The  Society  is  your  organization.  Think  of 
it  as  an  extension  of  yourself  — a vehicle  for 
accomplishing  collectively  those  things  which 
can  only  be  accomplished  collectively.  It  is  not 
a surrogate  which  will  accomplish  for  you  those 
goals  which  you  are  unwilling  to  attempt.  Our 
organization  will  continue  to  be  effective  in  car- 
rying out  your  wishes  only  insofar  as  you  are 
willing  to  make  your  wishes  known  and,  of 
course,  partake  of  the  opportunities  set  in  place 
to  allow  achievement  of  these  goals. 

You  will  soon  receive  a questionnaire  requesting 
your  opinions  as  to  the  Society's  effectiveness  to 
date  and  as  to  the  actions  we  should  take  in  the 
coming  years  in  order  to  best  serve  you  and  your 
patients.  Please  take  the  time  needed  to  give  this 
due  consideration  and  return  the  questionnaire 
in  good  time.  Your  voice  will  be  heard  and  taken 
into  consideration  when  an  ad  hoc  committee 
soon  meets  to  update  our  Society's  strategic 
plan.  Although  we  are  constantly  evaluating  our 
efforts  and  reprioratizing  our  goals,  we  have  not 
gone  through  this  formal  process  since  1990;  it 
is  time  to  repeat  this  process. 

You  will,  I know,  form  your  own  opinion  about 
this;  but,  in  looking  over  the  goals  put  forth  by 
our  last  Strategic  Planning  Committee,  I am 
amazed  by  the  degree  to  which  these  objectives 
have  been  met  or  addressed.  Addressed  is  the 
key  word  in  that  sentence,  for  most  of  the  objec- 
tives identified  in  that  plan  are  not  in  truth  set 


targets  or  endpoints.  (If  only  our  lives  could  be 
so  easy.)  Instead,  we  face  targets  which  are 
constantly  moving.  Furthermore,  the  Society  can 
accomplish  very  little  for  physicians  who  are 
unwilling  to  help  themselves. 

Our  most  recent  Strategic  Plan  led  to  the  estab- 
lishment of  mechanisms  designed  to  assist  phy- 
sicians in  coping  with  the  trials  and  tribulations  of 
practicing  medicine  in  our  country  today.  If  one 
does  not  utilize  those  mechanisms,  one  can, 
needless-to-say,  reap  no  benefit  from  them,  and 
has  no  true  license  to  ask,  "What  is  the  Medical 
Society  doing  for  me?"  Certainly,  these  mecha- 
nisms include  the  Contract  Review  Service  and  a 
myriad  of  other  services  available  through  the 
Physicians'  Advocate  Office.  They  include  the 
wide  array  for  cost-saving  products  and  respon- 
sive personal  service  available  to  you  through 
MSDIS  (I  would  assume  the  only  insura  nee  agency 
which  you,  in  effect,  personally  own.)  They  also 
include  the  Credentialing  Connection,  which 
has  the  potential  for  tremendously  reducing  the 
headaches  and  costs  you  face  related  to 
credentialing  processes.  Finally,  they  include 
the  most  exciting  and,  I think,  visionary  of  efforts 
— Med-Net.  This  vehicle  offers  the  greatest 
prospect  of  putting  you  and  me  back  in  control 
of  our  and  our  patients'  destinies,  and  restoring 
the  preeminence  of  the  doctor-patient  relation- 
ship. If  we  do  not  avail  ourselves  of  such 
opportunities,  I doubt  that  many  of  us  will  find 
adequate  reasons  to  continue  practicing,  as 
have  many  of  our  predecessors,  "as  long  as 
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— Med-Net.  This  vehicle  offers  the  greatest 
prospect  of  putting  you  and  me  back  in  control 
of  our  and  our  patients'  destinies,  and  restoring 
the  preeminence  of  the  doctor-patient  relation- 
ship. If  we  do  not  avail  ourselves  of  such 
opportunities,  I doubt  that  many  of  us  will  find 
adequate  reasons  to  continue  practicing,  as 
have  many  of  our  predecessors,  "as  long  as 
mind-and-body  allow";  nor  will  many  of  us  en- 
courage our  children  to  take  up  this  noble 
calling;  nor  will  we  be  satisfied  with  the  care 
which  we  are  able  to  access  for  ourselves  and 
our  families.  Please,  for  the  sake  of  the  family  of 
medicine,  and  therefore,  for  the  sake  of  your 
patients,  take  advantage  of  these  opportunities. 


Until  next  time, 


Paul  E.  Howard,  M.D. 


NEWARK  OFFICE  SPACE 
TO  SHARE 

• Just  off  95 

• Charming  Newark  location 

• Convenient  to  Christiana  and  Union 
Hospitals 

• Parking 

• 4 Exam  rooms 

• Consulting  room 

• Fax,  Copier,  Phone  system 

• MCR/BC  computer  link 

Ideal  SATELLITE  OFFICE  available 
due  to  retirement  of  associate. 

Available  October  1, 1997 
Call:  302-368-2563  Fax:  302-368-3445 
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Introduction  to  Computing 
for  Physicians’  Course 

Sponsored  by  the  Medical  Society  of  Delaware 

Hosted  by  the  Christiana  Care  Health  System,  Inc. 

Thursdays  2:00  - 5:00  PM  or  6:00  - 9:00  PM 
Information  Services  Learning  Center 
New  Castle  Corporate  Commons 

□ Computer  Basics  - Concepts  of  hardware  & software 
and  the  clinical  repository.  Demonstration  of  Windows 
applications. 

□ Introduction  to  Windows  - Windows  terms,  working 
with  Windows  and  using  the  Program  Manager  and 
File  Manager. 

□ Word  Introduction  - Exercises  on  formatting,  edit- 
ing, and  printing  memos,  referrals  and  reports 

□ Spreadsheet  - Examples  focus  on  formatting  and  en- 
tering data  and  formulas  to  create  worksheets  for  health 
care  office  budgets,  charts,  pricing  and  reports. 

□ PowerPoint-  Formatting,  editing,  illustrating,  and  reor- 
dering slides  of  exercises  for  health  care  presentations. 

□ Electronic  Mail  and  Purchasing  a Computer  - On- 
line communication  techniques  including  using  your 
new  Christiana  Health  System,  Inc.  email  address  and 
mailing  over  the  Internet.  Provides  information  for  se- 
lecting the  best  computer  for  your  office  or  home. 

□ Internet  World  Wide  Web  - The  technical  background 
and  hands-on  demonstration  of  the  Internet,  including 
World  Wide  Web  pages. 

□ Medline,  MicroMedex  and  On-line  Resources  - On- 
line searching,  including  hands-on  time  with  several 
bibliographic  and  full-text  databases  such  as  Medline, 
MicroMedex  and  book  catalogs. 

The  cost  is  $350.  For  information,  call  Marguerite  Fleming 
at  302-324-351 5. 

The  Medical  Society  of  Delaware  is  accredited  by  the  Ac- 
creditation Council  for  Continuing  Medical  Education 
(ACCME)  to  sponsor  continuing  medical  education . The 
Medical  Society  of  Delaware  designates  this  educational 
activity  for  a maximum  of  24  hours  in  category  1 credit 
towards  the  AMA  Physician's  Recognition  Award.  Each 
physician  should  claim  only  those  hours  of  credit  that  he/ 
she  actually  spent  in  the  educational  activity. 

It  is  the  policy  of  the  Medical  Society  of  Delaware  to  com- 
ply with  the  ACCME  Standards  for  Commercial  Support 
of  Continuing  Medical  Education.  In  keeping  with  these 
standards,  all  faculty  participating  in  continuing  medical 
education  programs,  sponsored  by  the  Medical  Society  of 
Delaware,  are  expected  to  disclose  to  the  program  audi- 
ence any  real  or  apparent  conflict  of  interest  related  to  the 
content  of  their  presentation. 
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DELPAC: 

WHO  WILL  DECIDE? 

Your  Patients.  Your  Profession. 
YOU  Decide. 

Join  DELPAC  today  and  start  to 
make  a difference. 

YES!  I want  to  make  a difference. 


Simply  send  this  completed  form,  along  with  your  membership  fee  to: 

DELPAC 

1925  Lovering  Avenue 
Wilmington,  DE  19806 

Name 

Address 


Phone  ( ) 

Fax  ( ) 

Enclosed  is  my  DELPAC  membership: 

□ $150  Physician  □ $50  Alliance 


DELPAC  is  a separate  segregated  fund  established  by  the  Medical  Society  of  Delaware.  Voluntary  political  contributions  should  be  written  on  PERSONAL 
CHECKS.  A portion  of  your  contribution  will  be  forwarded  to  AMP  AC  to  support  candidates  in  Federal  elections.  Funds  from  corporations  can  not  be  used  for 
contributions  and  expenditures  in  Federal  elections.  The  AMP  AC  share  of  contributions  on  corporate  checks  will  be  placed  in  a separate  AMA  account  for 
political  education  and  other  non-election  activities.  Contributions  are  not  limited  to  the  suggested  amount.  Neither  DELPAC  nor  its  AMA  affiliate  AMPAC  will 
favor  or  disadvantage  anyone  based  upon  the  amounts  of  or  the  failure  to  make  PAC  contributions.  Voluntary  political  contributions  are  subject  to  the  limitations 
ofFEC  regulations.  Section  1 10.1, 1 10.2,  and  110.5  (Federal  regulations  require  this  notice). 

Contributions  to  DELPAC  and  AMPAC  are  not  deductible  as  charitable  contributions  for  Federal  income  tax  purposes. 
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Papastavros’  Associates  Medical  Imaging, LLC 
Committed. . . To  you  and  your  patients! 

B 


maintaining  a leadership  role  in  the  deliv- 


We’re  there  where  you  need  us! 


Imaging  services  provided  include: 


Papastavros’ 

Associates 

MEDJCAL 

m 


ery  of  high-quality  healthcare,  Papastavros’ 
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SCIENTIFIC  ARTICLE 


Mycotic  Infection  With  Mucormycosis 

David  D.  Zabel,  M.D. 


ABSTRACT 

Mucormycosis  comprises  infections  caused  by 
fungi  in  the  class  Zygomycetes  (order 
Mucorales).  Clinical  infections  usually  manifest 
as  nasopharyngeal,  cutaneous,  pulmonary,  or 
disseminated  disease.  Generally,  the  infection 
is  found  only  in  immunocompromised  hosts. 
The  underlying  immunologic  defects  that  are 
responsible  for  predisposing  different  popula- 
tions of  patients  to  the  development  of 
mucormycosis  are  not  well  understood.  This 
article  retrospectively  reviews  the  experience  at 
the  Medical  Center  of  Delaware  with  this 
relatively  rare  fungal  infection. 


DavidD.  Zabel,  M.D.  is  a member  of  the  Department  of  Surgery 
at  the  Medical  Center  of  Delaware  in  Wilmington,  Delaware. 


INTRODUCTION 

Zygomycetes  are  a class  of  fungi  that  have 
broad  hyphae  and  are  almost  nonseptate.  Most 
Zygomycetes  encountered  in  clinical  practice 
belong  to  the  order  Mucorales.  In  the 
laboratory  and  in  fulminant  infections,  these 
fungi  are  recognized  by  grayish  to  blackish  fluffy 
colonies  inhabiting  the  Petri  dish  or  cutaneous 
wounds. 

Mucormycosis  refers  to  the  spectrum  of  disease 
caused  by  any  member  of  Mucorales.  Although 
rare  in  clinical  practice,  the  offending  agents  are 
becoming  recognized  more  often.  Identification 
of  organisms  recovered  from  human  infections 
has  been  complicated  by  the  fact  that  the  names 
of  the  fungi  have  been  changed  over  the  years 
as  more  details  of  their  taxonomy  have  been 
discovered. 
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This  infection  was  previously  referred  to  by 
various  other  names,  including  phycomycosis, 
which  is  no  longer  taxonomically  correct.  In 
addition,  the  term  "zygomycosis"  is  not 
appropriate  because  it  refers  not  only  to  the 
order  Mucorales  but  also  to  Entomophthorales. 
Mucormycosis  and  entomophthoromycosis,  the 
disease  processes,  seem  more  correct  because 
mycotic  diseases  typically  derive  their  name 
from  the  class  of  etiologic  fungus. 

Human  infections  caused  by  these  fungi  are 
commonly  related  to  the  genera  within  the 
order,  namely  Rhizopus,  Apophycomyces, 
Absidia,  Cunninghamella,  and  Mucord  This 
group  of  fungal  infections  generally  affects 
immunocompromised  persons.  Risk  factors  for 
such  infections  include  corticosteroid  therapy,2 
organ  transplantation,2  cytotoxic  chemotherapy,3'5 
diabetes  mellitus,6-7  and  acquired  immunodefi- 
ciency syndrome  (AIDS).8,9  Mucormycosis  has 
also  been  reported  in  patients  with  multiple 
injuries  and  burns.81012  Infection  in  this  group  of 
individuals  has  usually  been  associated  with 
extensive  tissue  damage  and  soil  contamina- 
tion.13 

This  paper  retrospectively  reviews  the  experi- 
ence at  the  Medical  Center  of  Delaware  with 
mucormycosis  infection.  In  this  series,  prompt 
diagnosis  and  aggressive  intervention  were 
required  for  successful  treatment. 


MATERIALS  AND  METHODS 

A retrospective  review  of  1 0,2  1 8 positive  fungal 
cultures  was  undertaken  from  microbiology 
records  of  all  patients  encountered  at  our  800- 
bed  tertiary-care  facility  and  Level  I trauma 
center  from  July  1,  1989,  to  December  31, 
1996.  Cultures  were  reviewed  for  a specific 
mucormycosis  infection,  including  Mucor, 
Rhizopus,  Rhizomucor,  Absidia,  Apophysomyces, 
Saksenaea,  Cokeromyces,  Cunninghamella,  or 
Syncephalastrum.  Patient  records  with  culture- 
proven  mucormycosis  were  examined  for 
demographic  data,  site  of  infection,  length  of 


hospital  stay,  presence  of  immunocompromise, 
treatment,  and  outcome. 


RESULTS 

Four  patients  had  culture-proven  mucormyco- 
sis. Table  1 lists  the  age  and  sex  of  the  patients, 
mechanism  of  immunocompromise,  primary  site 
of  infection,  culture  results,  brief  treatment 
regimen,  and  outcome. 

Case  1 

A 39-year-old  man  with  a several-month  history 
of  a pruritic  rash  was  diagnosed  with  acute 
monocytic  leukemia.  He  underwent  induction 
chemotherapy  with  ara-C  (cytosine  arabinoside) 
and  daunorubicin,  followed  by  high-dose  ara- 
C.  His  first  recurrence  was  one  month  after  the 
primary  chemotherapy,  and  he  subsequently 
underwent  an  allogenic  bone  marrow  transplant 
with  a 6/6  sibling  match.  The  patient  developed 
graft-versus-host  disease,  which  was  treated 
with  cyclosporine.  He  then  developed  left 
periorbital  swelling  and  diplopia,  which 
progressed  to  proptosis  and  chemosis.  Fungal 
endophthalmos  was  suspected,  and  the  patient 
underwent  enucleation  of  the  left  eye  and 
treatment  with  systemic  amphotericin  B. 
Cultures  obtained  at  the  time  of  operation  grew 
Rhizopus.  He  was  hospitalized  for  31  days. 
Although  the  endophthalmos  resolved,  the 
patient  eventually  died  from  complications  of  his 
primary  disease  seven  months  after  the  eye 
enucleation. 

Case  2 

A 53-year-old  woman  with  asthma  presented 
with  a several-month  history  of  frontal 
headaches.  She  was  diagnosed  by  plain-film 
radiographs  with  sinusitis  and  was  treated  with 
numerous  regimens  of  oral  antibiotics.  She  had 
an  exacerbation  of  her  asthma,  for  which  a 
three-week  course  of  steroids  was  undertaken. 
The  patient  subsequently  experienced  acute 
worsening  of  her  pansinusitis  with  fever  and 
leukocytosis,  and  a three-week  course  of 
intravenous  ceftazidime  and  vancomycin  was 
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Table  1 . Demographics,  Site  of  Infection,  and  T reatment  of  four  Patients  with  Mucormycosis 


Patient 

Sex 

Age 

Mechanism  of  Primary  Site 

Immunocompromise  of  Infection 

Culture  Results 

Treatment 

Outcome 

1 

M 

39yrs 

Acute  monocytic  Left  eye 

leukemia 

S/P  chemotherapy 
S/P  bone  marrow  transplant 

Rhizopus 

Debridement 
Amphotericin  B 
Enucleation 

Resolved 

2 

F 

53yrs 

Systemic  steroids 

Nasopharynx 

Mucor 

Debridement 

Resolved 

3 

M 

18  mos 

None 

Left  foot 

Mucor 

Amputation 

Resolved 

4 

M 

39yrs 

Multiple  trauma 
35%  TBSA  burn 

Left  thigh 
Pelvis 
Flank 

Mucor 

Topical  nystatin 
Debridement 
Liposomal 
amphotericin  B 
Gamma  interferon 

Resolved 

F = female 
M = male 
mos  = months 

S/P  = status  post 

TBSA  = total  body  surface  area 

yrs  = years 

Amputation 

initiated.  Symptoms  persisted,  however,  and 

she  underwent  nasal  endoscopy  with  intranasal 
ethmoidectomy.  Operative  cultures  yielded 
Mucor.  Treatment  was  rendered  on  an 

outpatient  basis,  and  this  case  of  nasopharyn- 
geal mucormycosis  resolved. 

Case  3 

An  18-month-old  male  sustained  a lawn  mower 
injury  that  resulted  in  traumatic  amputation  of 
his  left  forefoot.  He  was  brought  immediately  to 
the  Emergency  Department  and  subsequently 
taken  to  the  operating  room  for  completion 
transmetatarsal  amputation  and  debridement  of 
the  left  leg  wound.  Cultures  of  the  amputated 
specimen  were  obtained  to  potentially  guide 
postoperative  therapy  and  yielded  Bacillus, 
Staphylococcus,  and  Mucor.  The  patient 
developed  no  postoperative  infectious  compli- 
cation and  was  discharged  to  home  on  the 
twelfth  hospital  day. 

Case  4 

A 39-year-old,  previously  healthy  man  was 
admitted  to  the  hospital  after  a motor  vehicle 
accident.  He  sustained  a pelvic  fracture,  open 
left  femoral  fracture  with  complex  flank  wound, 
left  fibular  fracture,  and  35  percent  total  body 


surface  area  burns.  He  underwent  a laparotomy 
for  bleeding,  and  a partial  colectomy  with 
colostomy  was  performed.  Initial  management 
consisted  of  operative  excision  and  grafting  of 
the  burn  wounds,  as  well  as  local  and  operative 
debridement  of  the  left  thigh  and  flank  wound. 
Despite  treatment,  the  thigh  and  flank  wound 
continued  to  appear  necrotic  and  blackened, 
with  progressive  erythema.  Topical  nystatin 
(Mycostatin)  was  applied  to  the  wound,  and 
cultures  revealed  Candida,  Mucor,  and 
Fusarium.  Systemic  liposomal  amphotericin  B 
and  gamma  interferon  were  administered,  and 
a left  hip  disarticulation  was  performed  on  the 
twenty-first  hospital  day.  Systemic  antifungal 
treatments  and  local  care  were  continued  until 
the  wound  was  closed  with  a myocutaneous  flap 
and  split-thickness  skin  graft  on  the  forty-second 
postoperative  day.  The  fungal  gangrenous 
cellulitis  eventually  resolved,  and  the  patient 
was  discharged  to  a rehabilitation  facility  on  the 
eighty-third  hospital  day. 


DISCUSSION 

Mucormycosis  is  typically  spread  as  an  airborne 
spore  or  with  soil  contamination,  and  the 


Del  Med  Jrl,  September  1997,  Vol  69  No  9 


461 


Scientific  Article 


clinical  manifestation  is  usually  nasopharyn- 
geal, cutaneous,  pulmonary,  or  disseminated 
disease.  However,  cases  of  primary  gastrointes- 
tinal or  central  nervous  system  disease  have 
been  reported.'4'15  Underlying  immuno- 
compromise appears  to  be  an  important  factor 
in  the  disease,  although  there  is  no  unifying 
theory  as  to  why  nonimmunocompromised 
individuals  have  immunity  to  this  group  of  fungi. 

Nasopharyngeal  mucormycosis  follows  inhala- 
tion of  spores  and  their  deposition  onto  the 
nasal  mucosa.  When  the  infection  progresses 
posteriorly  into  the  brain,  necrosis  and  frontal 
lobe  abscesses  may  occur.  This  is  referred  to  as 
"rhinocerebral  mucormycosis"  and  is  seen  most 
often  in  diabetic  patients,  especially  those  with 
diabetic  ketoacidosis.16  When  the  infection 
spreads  laterally  through  the  nasal  turbinates, 
the  orbit  frequently  becomes  involved,  and 
orbital  cellulitis  progresses  to  proptosis  and 
extraocular  muscle  weakness.  Two  of  the 
patients  in  this  series  represent  this  spectrum  of 
nasopharyngeal  mucormycosis  without 
rhinocerebral  involvement.  The  53-year-old 
asthmatic  patient  (Case  2)  who  was  immuno- 
suppressed  with  steroids  presented  with 
worsening  pansinusitis.  Her  disease  was 
localized  to  the  turbinates.  Extension  to  the  orbit 
was  seen  in  the  39-year-old  leukemic  man 
(Case  1)  who  had  classic  progression  of 
symptoms  to  involve  the  extraocular  muscles. 

Combined  medical  and  surgical  therapy  should 
be  performed  when  nasopharyngeal  mucormy- 
cosis has  become  locally  invasive.  Neither  of 
the  patients  with  nasopharyngeal  mucormycosis 
had  the  specific  disease  identified  preopera- 
tively,  but  ethmoid  turbinectomy  was  effective 
therapy  for  the  localized  disease.  Aggressive 
spread  to  the  orbit  was  accompanied  by  surgical 
enucleation  followed  by  systemic  amphotericin 
B,  which  again  resulted  in  successful  eradication 
of  the  fungus. 

Two  cutaneous  syndromes  may  result  from 
proliferation  of  Mucorales.  First,  cutaneous 
inoculation  resulting  in  localized  disease  may 
occur  from  traumatic  wounds.  These  localized 


lesions  have  also  been  associated  with  occlusive 
dressings.17  It  has  been  suggested  that  these 
superficial  cutaneous  ulcers  or  inoculated 
wounds  in  normal  hosts  are  not  lethal  and  can 
be  cured  by  local  treatment.18  The  young  child 
(Case  3)  represents  local  inoculation  of 
Mucorales  that  was  treated  successfully  with 
local  therapy  before  progression  of  the  fungus. 
Second,  the  most  virulent  mucormycosis  is 
gangrenous  cellulitis.  This  is  a rapidly 
progressive,  necrotizing  infection  that  resembles 
necrotizing  fasciitis  and  may  represent  a 
continuum  of  disease  progression  from  a 
cutaneous  inoculation.19  The  wound  is 
characterized  by  a central  black  appearance 
surrounded  by  purplish,  erythematous  edges. 
Local  hypoxia  and  acidosis  allow  the  mucormy- 
cosis to  flourish  and  spread  without  regard  for 
tissue  planes.  Systemic  spread  may  occur  by  the 
hematogenous  route  and  lead  to  vascular 
thrombosis  with  end-organ  infarction.  The 
fourth  patient  in  this  series  was  representative  of 
a localized  inoculation  of  the  fungus  that 
progressively  spread  to  a necrotizing  infection  in 
the  locally  hypoxic  environment  of  his 
devascularized  wounds.  These  infections  in 
trauma  patients  have  a significantly  high 
mortality  rate.20  Superficial  cutaneous  mucor- 
mycosis may  be  treated  with  local  therapy,  but 
other  cutaneous  syndromes  require  combina- 
tion therapy  with  systemic  antifungal  agents  and 
surgical  debridement,  as  demonstrated  in  this 
series  of  patients. 

Pulmonary  mucormycosis  may  manifest  as  fever, 
chest  pain,  and  dyspnea  in  a severely 
neutropenic  patient.  Chest  radiographs  may 
not  show  significant  infiltrate  because  of  the 
absence  of  inflammatory  cells  in  these  patients. 
Radiographic  evidence  of  tissue  necrosis  and 
hemorrhage  may  represent  advanced  disease. 
Diagnosis  is  dependent  on  sputum  culture, 
Gram  stain  identification  of  characteristic 
hyphae,  or  open  lung  biopsy  and  culture. 
Therapy  includes  debridement  of  devitalized 
pulmonary  parenchyma  and  systemic  antifungal 
treatment.  Our  institution  has  had  no  recent 
experience  with  this  form  of  the  disease. 


462 


Del  Med  Jrl,  September  1997,  Vol  69  No  9 


Scientific  Article 


Disseminated  mucormycosis  may  occur  in  a 
severely  immunocompromised  host.21  The 
clinical  appearance  of  disseminated  mucormy- 
cosis is  initially  recognized  by  an  indurated 
nodule  with  a dusky,  ecchymotic  center  and  a 
pale  outer  halo.  These  lesions  result  from 
thrombosis  and  cutaneous  infarction.  The 
severely  immunocompromised  leukemic  patient 
with  orbital  mucormycosis  was  at  risk  for 
disseminated  disease;  however,  aggressive 
multimodality  therapy  seemed  to  have  pre- 
vented this  often  lethal  progression  of  the 
infection. 

Despite  aggressive  medical  and  surgical 
therapy  for  mucormycosis,  the  mortality  rate  for 
this  infection  has  been  reported  to  be  as  high  as 
20  percent.22  Newer  preparations  of  amphot- 
ericin, namely  liposomal  amphotericin  B,  may 
enhance  efficacy  while  decreasing  systemic 
toxicity.23  Other  adjunctive  therapies,  including 
intravenous  gamma  interferon  and  hyperbaric 
therapy,  have  also  been  proposed?* 2 3 4  Because  of 
the  relative  rarity  of  this  disease,  the  results  of 
new  treatment  strategies  will  likely  be  limited  to 
case  reports  and  small  case  studies.  Early 
recognition  and  aggressive  multimodality 
therapy  remain  the  mainstays  of  treatment. 
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CASE  OF  THE  MONTH  - RADIOLOGY 


Clivus  Chordoma 

Gary  Radner,  M.D.  — Peter  E.  Dross,  M.D. 


HISTORY 

The  patient  is  a 46  year  old  male  with  a history 
of  chronic  headaches  and  new  onset  of  diplopia. 

Dx:  Clivus  Chordoma 


FINDINGS 

Axial  T1  and  T2  weighted  images  (Images  1 and 
2)  reveal  the  presence  of  a large  mass  at  the  skull 
base  involving  primarily  the  clivus  and  sphenoid 
bones.  The  lesion  extends  laterally  to  the  left  to 
involve  the  medial  portion  of  the  left  temporal 


Peter  E.  Dross,  M.  D.  is  the  Co-Director  of  Neuro  Imaging  at 
Christiana  Imaging  Center,  Medical  Center  of  Delaware.  He  is 
also  a Clinical  Assistant  Professor  of  Radiology  at  Thomas 
Jefferson  University  in  Philadelphia,  Pennsylvania. 

Gary  Radner,  M.  D.  is  a fourth  year  resident  in  radiology  at  the 
Medical  Center  of  Delaware  in  Newark,  Delaware. 


bone,  and  posteriorly  to  invade  the 
cerebellopontine  angle  cistern.  Associated  com- 
pression of  the  pons  from  the  left  side  is  evident. 

Sagittal  T1  weighted  image  (Image  3)  demon- 
strates extension  inferiorly  into  the  naso-  and 
oropharynx  with  involvement  of  the  peripharyn- 
geal soft  tissues.  A separate  small  nidus  of  tumor 
is  apparent  along  the  anterior  aspect  of  the 
foramen  magnum  slightly  compressing  the 
cervicomedullary  junction. 


DISCUSSION 

Chordomas  are  rare  malignant  neoplasms  which 
are  believed  to  arise  from  remnants  of  the  primi- 
tive notochord.  With  a peak  incidence  in  the  fifth 
and  sixth  decades,  these  lesions  account  for  one 
to  two  percent  of  primary  malignant  bone  tumors 
and  one  percent  of  all  intracranial  neoplasms.1 2 
A 2:1  male  predominance  has  been  observed. 
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Image  1 : Axial  T 1 weighted  MRI. 


Image  2:  Axial  T2  weighted  MRI. 


Typically,  chordomas  arise  in  the  midline  of  the 
spinal  column,  with  only  rare  reports  of  off- midline 
cases  of  chordomas  found  within  the  petrous 
apex  and  Meckel's  cave.3  Approximately  50 
percent  are  found  in  the  sacrococcygeal  region 
and  another  35  percent  found,  as  in  the  case 
above,  in  the  region 
of  the  clivus.1,4  These 
tumors  tend  to  be 
slow  growing  with  in- 
vasion and  destruc- 
tion of  local  bone. 

Symptoms  are  seen 
to  vary  with  location 
of  the  mass.  Com- 
monly, patients 
present  with  cranial 
nerve  palsy,  head- 
ache, or  nasopha- 
ryngeal mass.56 

Based  on  histologic 
examination,  chor- 
domas have  been 
divided  into  two  sub- 
types:  typical  chor- 
domas and  chon- 


droid  chordomas.  Typical  chordomas  are  seen 
to  be  composed  of  sheets  of  glycogen  and 
mucin-containing  cells  called  physaliferous  cells, 
interspersed  with  fibrovascular  bands,  a watery 
extracellular  mucin,  eosinophilic  syncytial  cells, 
and  varying  amounts  of  calcification,  necrosis 

and  hemorrhage.  In 
chondroid  chordo- 
mas the  watery  mu- 
cinous matrix  is  re- 
placed by  cartilagi- 
nous foci.2  -3  Chon- 
droid chordomas  are 
noted  to  be  associ- 
ated with  better 
prognosis;  patients 
have  a life  expect- 
ancy of  1 6 years  af- 
ter diagnosis  (near 
normal  given  the  age 
of  presentation)  com- 
pared to  only  four 
years  with  typical 
chordomas.6  ,7 

Both  CT  Scan  and 
MRI  examination 


Image  3:  Sagittal  T1  weighted  MRI. 
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have  proven  useful  for  evaluation  of  chordomas. 
Comparison  studies  have  revealed  that  both  of 
these  two  modalities  are  equally  sensitive  at 
demonstrating  the  presence  and  location  of 
these  tumors.  MRI,  however,  is  found  to  be 
superior  at  delineating  the  extent  of  tumor, 
providing  better  visualization  of  the  exact  bound- 
aries of  the  mass  and  the  relationship  of  the 
tumor  to  the  surrounding  vasculature.  Following 
treatment,  MR  imaging  allows  for  better  differ- 
entiation of  recurrent  tumor  from  radiation 
change.  The  capability  for  high  resolution 
multiplanar  reconstruction  with  MRI  has  also 
proven  invaluable  for  surgical  planning.  CT 
scanning  is  perceived  to  be  superior  at  demon- 
strating tumoral  calcification  (present  in  about 
50  percent)  and  bone  destruction.3  7 


SUMMARY 

Chordomas  are  slow  growing,  locally  invasive 
tumors  that  most  commonly  present  as  midline 
masses  in  the  sacrococcygeal  or  clival  regions. 
The  case  presented  in  this  paper  demonstrates 
the  typical  MRI  appearance  of  a clival  chordoma 
in  a patient  presenting  with  classic  symptoms  of 
cranial  nerve  compression  and  headache.  While 
the  exact  signal  characteristics  of  these  lesions 
seen  on  MRI  may  vary  with  pathologic  subtypes, 
MRI  has  proven  essential  in  the  diagnosis,  surgi- 
cal planning  and  post-treatment  evaluation  of 
patients  with  these  lesions. 
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Address  to  the  Chicago  College  of  Osteopathic  Medicine 

June  1, 1997 

Michael  J.  Bradley,  D.O. 


Ladies  and  gentlemen,  parents,  family,  friends, 
faculty,  and  members  of  the  Chicago  College  of 
Osteopathic  Medicine  graduating  class  of  1 9 97. 

I would  like  to  thank  Dr.  Goeppinger  and  student 
Dr.  Bond  for  the  honor  of  being  invited  to  speak 
to  you  today.  I bring  you  greetings  from  your 
colleagues  in  Delaware  and  from  the  Medical 
Society  of  Delaware.  Unofficially,  as  the  first 
osteopath  in  the  AMA  House  of  Delegates,  I 
bring  their  greetings  also.  I am  in  awe  of  the 
opportunity  of  giving  this  commencement  ad- 
dress, the  95th  of  the  Chicago  College  of  Osteo- 
pathic Medicine.  It  is  a great  privilege  to  speak 
before  my  colleagues  and  to  be  able  to  encour- 
age your  future  careers  in  medicine.  This  is  a 
watershed  year  in  organized  medicine.  The 
three  organizations  in  which  I am  closely  in- 
volved are  all  having  anniversaries.  The  AMA  is 
celebrating  its  1 50th,  the  AOA  its  1 00th,  and  the 
AAFP  its  50th.  I could  probably  be  partying  all 
year! 

Your  education  as  physicians  has  been  rigorous 
to  date,  but  you  have  many  more  years  of 
residency  training  to  go  before  you  can  join  your 
colleagues  as  fully  trained  physicians.  Those  of 
us  in  private  practice,  at  research  centers,  at 
medical  centers  and  HMOs  look  forward  to  your 
arrival  three  or  more  years  from  now.  You  truly 
will  be  the  first  of  the  21st  century  physicians. 

I have  been  asked  to  be  with  you  today  because 
of  some  of  the  things  that  I have  had  the  oppor- 
tunity to  be  involved  with  in  organized  medicine. 
The  changes  that  have  occurred  in  the  way  our 
health  care  system  provides  care  have  been 


evolutionary.  The  past  five  to  ten  years  have 
seen  the  most  changes  in  the  way  we  practice 
since  the  start  of  the  Medicare  program  in  the 
mid  1960s.  I have  been  excited,  frustrated, 
thrilled  and  at  times  nauseated  by  the  changes 
that  we  have  allowed  to  occur  in  the  doctor- 
patient  relationship. 

I am  not  that  old,  or  at  least  I don't  feel  that  old. 
It  is  a short  1 9 years  ago  that  I was  in  a similar 
setting  receiving  my  diploma,  and  taking  the 
oath  of  office  becoming  a medical  officer  in  the 
U.S.  Army  Medical  Corps.  Since  thattime,  I have 
taken  the  initiative  to  become  involved  in  all 
aspects  of  medical  care;  through  my  residency  in 
family  medicine,  as  a flight  surgeon  in  the  army, 
and  through  the  last  1 4 years  in  private  practice, 
through  various  political  positions  including  the 
presidency  of  the  Medical  Society  of  Delaware. 

I thought  that  my  experiences  as  a medical 
officer  in  the  army  would  have  given  me  an 
advantage  in  the  field  of  managed  care  medi- 
cine. I am  sure  that  it  made  me  more  cost 
effective  when  ordering  tests  and  scheduling 
referral  appointments.  Those  two  items  were 
very  closely  monitored  at  the  individual  clinic 
levels.  But,  I was  not  fully  aware  of  the  changes 
that  would  be  occurring  in  the  last  few  years.  I 
have  been  privileged  to  represent  the  Medical 
Society  of  Delaware  at  the  state,  regional  and 
national  levels  over  the  past  five  years.  It  has 
been  said  by  many  others  that  as  a physician  you 
can  make  things  happen,  you  can  watch  others 
make  things  happen,  or  you  can  wonder  after  the 
fact,  what  happened?  I have  been  able,  in  my 
various  roles  with  the  Medical  Society  of  Dela- 
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ware  to  be  one  of  those  involved  in  making  a 
difference  on  behalf  of  my  patients  and  fellow 
physicians. 

I grew  up  in  the  age  of  science  fiction  so  please 
forgive  the  analogy,  but,  a long  time  ago  in  a 
health  care  system  far,  far  away,  I can  remember 
leaving  my  house  and  walking  two  to  three 
blocks  to  the  front  porch  of  my  family  doctor.  Dr. 
H was  a late  middle  aged  general  practitioner 
who  had  his  office 
in  his  home.  I 
would  open  the 
door  to  the  porch 
and  see  five  to  six 
other  patients 
waiting  their  turn 
to  see  the  doctor. 

We  would  read  or 
talk  or  patiently 
wait.  Every  now 
and  then  the  nurse 
(who  was  Dr.  H's 
wife)  would  ask 
who  was  next  and 
escort  them  into 
the  one  exam 
room,  take  the 
necessary  vital 
signs  and  prepare 
us  as  needed.  Dr. 

H would  then 
greet  me  with  a 
handshake,  take 
time  with  a history 
and  physical  and 
make  his  diagnosis.  If  there  was  a prescription, 
he  opened  a large  jar  of  pills  and  filled  a small 
envelope  and  hand  wrote  the  instructions.  His 
notes  were  short  and  written  on  large  index 
cards.  "Sore  throat,  pharynx  red,  temp  101,  Rx 
PCN,  $5.00."  We  were  happy  with  the  care,  and 
Dr.  H continued  on  to  the  next  patient.  He  would 
make  his  hospital  rounds  after  hours  and  even 
did  house  calls  to  the  homebound.  So  much  has 
changed  since  those  days  of  my  boyhood,  but  so 
much  remains  the  same.  One  doctor  to  one 
patient  remains  the  basis  of  our  service.  The 
freedom  and  responsibility  inherent  in  the  doc- 


tor-patient relationship  are  still  paramount.  This 
is  a sacred  relationship  that  is  recognized  on  a 
par  with  the  clergy  and  the  law. 

The  problems  that  have  come  to  the  front  re- 
cently have  been  attributed  to  the  "third  parties." 
Insurance  companies,  utilization  reviewers,  pre- 
approvals, prospective  payments,  DRGs,  prac- 
tice protocols,  restrictive  formularies,  panels  of 
patients,  co-payments,  and  many  many  others  in 

the  alphabet  soup 
of  current  medi- 
cal jargon.  Who 
in  their  right  mind, 
with  the  way  the 
current  medical 
system  functions, 
would  even  con- 
sider entering 
such  a morass?? 
Well,  look  around 
and  you  will  see 
some  of  the  most 
highly  educated, 
caring  individuals 
who  have  heard 
the  horrors  of 
medical  practice 
and  who  are  still 
committed  to  pro- 
viding the  best 
medical  care  avail- 
able anywhere  in 
the  world.  You 
should  be  com- 
mended for  your 
choice  and  encouraged  to  uphold  the  honor  of 
being  a physician. 

How  can  we,  the  leaders  of  medicine,  help  you 
to  achieve  the  goal  of  one  doctor  helping  that 
one  patient  at  a time  to  improve  and  maintain 
that  person's  health  to  the  best  of  your  abilities? 
How  did  I get  to  the  position  I am  in  now? 
Sometimes,  things  just  happen.  We  are  in  the 
right  place  at  the  right  time,  but  sometimes  we 
have  to  make  the  effort,  to  make  the  choices  and 
to  speak  out  when  we  feel  the  need  to  inform  and 
direct  public  policy.  The  Medical  Society  has 
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given  me  the  forum  to  pursue  those  goals. 
Delaware  is  a unique  state,  in  the  way  it  is 
situated  in  the  busy  Washington  to  Boston  corri- 
dor and  at  the  same  time  is  isolated  by  the 
Chesapeake  and  Delaware  Canal  as  part  of  the 
Delmarva  Peninsula.  We  talk  of  upper  and  lower 
Delaware,  or  to  those  of  us  who  live  and  work 
south  of  the  canal,  as  slower  Delaware,  a more 
gentle  place  to  live.  It  has  its  urban  center  in 
Wilmington,  its  quaint  historic  colonial  capital  in 
Dover,  and  a busy  summer  capital  of  the  nation 
in  Rehoboth  Beach.  Each  area  has  its  own  flavor 
of  medical  systems.  Wilmington  is  in  the  back- 
yard of  Philadelphia  and  Baltimore  and  has  a 
high  penetration  of  managed  care  medicine,  or 
more  correctly  termed  managed  cost  medicine. 
While  those  of  us  in  the  lower  counties  are  about 
five  years  behind  in  the  growth  of  managed  care. 
Delaware,  however  is  in  the  top  five  states  in  the 
rate  of  growth  of  managed  care  and  over  70 
percent  of  the  people  insured  are  in  ERISA  waived 
health  benefit  plans.  Because  of  the  proximity  of 
my  practice  in  the  state  capital,  I have  had  the 
opportunity  of  speaking  to  the  legislature  on 
many  occasions,  on  behalf  of  the  medical  pro- 
fession, but  more  importantly  on  behalf  of  my 
patients.  Those  first  few  times  were  very  uncom- 
fortable, but  with  time  and  experience,  I have 
grown  accustomed  to  the  workings  of  the  bu- 
reaucracy. In  being  such  a small  state,  our 
Medical  Society  has  had  the  opportunity  of  fre- 
quent meetings  with  our  three  representatives  to 
Congress,  the  Governor,  insurance  carriers,  hos- 
pitals, and  HMOs  to  pursue  the  goals  of  health 
system  reform. 

Our  challenge  in  Delaware  and  the  nation  is  to 
champion  the  medical  profession  in  all  of  its 
varieties  and  specialties  while  always  looking  out 
for  the  best  interests  of  our  patients.  We  strive  to 
be  diligent  in  that  respect,  for  if  we  become  too 
self  serving,  then  the  public  and  the  politicians 
find  it  easier  to  splinter  our  efforts.  Have  we  had 
successes  recently?  YES!  There  have  been 
many,  and  the  work  of  organized  medicine  con- 
tinues. The  Clinton  health  system  reforms  of  four 
years  ago  would  have  caused  disarray  and  placed 
a strong  federal  presence  in  the  exam  room  with 
you  and  your  patient.  However,  the  vacuum  left 


in  its  wake  has  led  to  the  explosion  of  managed 
care  at  its  worst.  In  the  last  several  years,  what 
physician  leaders  have  said  for  years  has  be- 
come reality,  and  nowthe  public  backlash  against 
managed  care  excess  has  awakened  the  legisla- 
ture in  Washington  and  the  states.  Bans  on  drive 
through  deliveries,  gag  clauses,  carve  outs  for 
mental  health  benefits  and  mandatory  point  of 
service  options  for  our  patients  are  but  a few  of 
medicine's  recent  successes.  We  are  at  the  table 
now  on  transforming  Medicare  so  that  it  will 
remain  a viable  program  into  the  next  century. 
We  must  continue  to  strive  for  liability  reforms 
both  to  secure  just  relief  for  injured  patients  but 
also  to  remove  the  lottery  mentality  of  the  trial 
lawyers.  We  must  protect  the  graduate  medical 
education  systems  for  those  like  yourselves  who 
are  at  the  beginning  of  such  training,  and  those 
to  follow  so  that  the  United  States'  medical  care 
system  can  continue  to  be  the  world's  best.  We 
must  secure  GME  funding  not  only  from  the 
federal  government's  Medicare  program,  but 
from  an  all  payer  system  so  that  the  for-profit 
HMOs,  the  ERISA  waived  health  plans,  and 
others  pay  their  fair  share  of  medical  education. 
We  are  working  hard  to  protect  the  public  through 
health  research,  anti-tobacco  initiatives  and  the 
campaign  to  end  domestic  violence.  These  and 
many  other  issues  are  being  developed  by  your 
leaders  in  organized  medicine. 

What  do  I ask  you  to  do  at  this  point  in  your 
careers?  You  probably  know  already  those 
among  you  who  are  the  natural  leaders  - the 
student  doctors  who  have  represented  your  inter- 
ests to  your  college  administration  and  to  the 
national  organizations  such  as  the  Student  Os- 
teopathic Medical  Association  and  the  Medical 
Student  Section  of  the  AMA.  I encourage  those 
involved  to  continue  to  give  of  your  time  and 
effort  for  the  good  of  all  of  your  colleagues.  To 
the  majority  of  you,  who  like  myself  never  consid- 
ered a path  into  organized  medicine,  I ask  of  you 
several  things.  First,  become  a member  of  your 
local,  county,  state  and  national  medical  orga- 
nization. In  addition  to  your  medical  specialty 
society,  these  groups  support  your  livelihood 
and  your  patients'  rights.  Without  your  financial 
support,  a lot  of  what  we  can  do  is  hampered.  I 
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can  tell  you  from  experience  that  some  of  the 
most  active  professions  in  lobbying  and  having 
their  voices  heard  in  my  state,  are  the  trial 
lawyers,  physical  therapists,  and  the  chiroprac- 
tors. Your  spouse  can  be  your  ally  by  joining  the 
Alliance  and  supporting  the  many  educational 
and  community  programs  that  they  are  involved 
in.  Second,  become  involved  with  other  social 
organizations  such  as  the  Rotary,  PTAs,  churches, 
and  your  hospital  medical  staffs.  I would  like  to 
leave  you  with  a note  that  each  one  of  you  can 
make  the  difference.  One  person  speaking  his 
or  her  mind  can  influence  hundreds  if  not  more. 
When  you  speak,  you  are  most  often  seen  as  an 
important  member  of  the  community  in  which 
you  live.  Take  advantage  of  this  built  in  bias.  A 
few  months  ago,  I was  interviewed  concerning 
whether  the  AOA  should  send  a voting  delegate 
to  the  AMA  House  of  Delegates.  During  the  last 
few  years,  the  AMA  House  has  been  reinventing 
itself.  The  representation  of  the  various  medical 
specialty  societies  within  the  House  will  increase 


with  this  June's  meeting.  In  addition,  a voting 
seat  was  given  to  the  National  Medical  Society, 
the  National  Women's  Medical  Society,  and  the 
AOA.  Only  the  AOA  has  declined  to  take  their 
seat.  On  many  issues,  that  one  delegate  could 
make  the  difference.  I feel  the  AOA  would  not  be 
made  any  less  an  organization  by  accepting  that 
seat,  nor  would  it  be  deemed  to  be  subservient 
to  the  AMA.  I have  always  felt  that  there  is  no  bad 
opportunity  to  espouse  the  views  that  I hold,  and 
the  AOA  is  losing  an  opportunity.  In  a few  short 
weeks,  I will  be  returning  to  Chicago  to  represent 
Delaware  as  the  first  osteopath  elected  to  the 
AMA  House  of  Delegates.  I know  where  my  roots 
are.  I have  been  an  AOA  member  since  medical 
school,  but  I will  also  be  representing  my  fellow 
family  physicians,  my  county  and  state  when  I 
take  my  seat.  I wish  you  all  well  in  the  years  to 
come.  Be  involved  with  your  communities,  and 
be  your  patients'  advocate  and  the  rest  of  medi- 
cal care  will  follow. 


THE  KEY  TO  YOUR  FINANCIAL  SUCCESS... 

'Eastern  flay 
financial, 'Services,  2nc. 

Full  Service  Physician  and  Hospital  Billing 
State-of-the-Art  Technology 
Staff  of  Qualified  Professionals 
Highest  Level  of  Customer  Satisfaction 
Competitive  Market  Pricing 

Christopher  Simendinger 
(302)  369-2121 
(888)  222-EBAY 


K§ntmere 

A Not-for-profit 

Community  Nursing  Care  Center 

Love.  Compassion.  Companionship. 

Creative  activity.  A warm  comfortable 
homelike  atmosphere  for  hundreds  of 
men  and  women  since  1901.  Skilled  and 
Intermediate  Care.  Special  Care  for 
Alzheimer's  patients. 

We're  Medicaid  and  Medicare 
approved.  When  you  need  a nursing 
care  center  for  one  of  your  patients, 
consider  Kentmere.  For  information 
call  Yvonne  Dinneen  at  302/652-3311. 

Operated  by  The  Home  of  Merciful  Rest  Society , Inc. 

A Caring  Environment 
Since  1901 

1900  Lovering  Avenue  Wilmington,  Delaware 
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VNA. 


Visiting  Nurse 
Association 
|delaware|  of  Delaware 
75  Years  of  Caring 


Recovery  at  home 
just  got  a little  easier. 


Home  Medical  Equipment  is 

often  an  essentia]  component 
in  a patient’s  plan  of  care  — 
especially  home  care.  What  could  be 
more  natural  than  Home  Medical 
Equipment  from  the  Visiting  Nurse 
Association? 

We  have  combined  the  quality, 
efficiency,  and  cost-effectiveness  of 
VNA  home  healthcare  services  with 
Home  Medical  Equipment.  Now 
with  one  phone  call,  you  can  bring 
complete  home  healthcare  to  your 
patients. 

Statewide  and  regional  free 
delivery,  professional,  guaranteed  four- 
hour  delivery,  and  contracts  with  most 
healthcare  plans. 

Call  1-888-VNA-0001. 


TAM  Consulting  Associates,  Inc. 

Information  Management  Services 

OUR  MISSION: 


TO  HELP  YOU  WORK  SMARTER 
NOT  HARDER 


DOES  THE  THOUGHT  OF  SELECTING 
NEW  TECHNOLOGY  FOR  YOUR  PRACTICE 
SEND  CHILLS  DOWN  YOUR  SPINE??? 


ARE  YOU  SURE  YOUR  CURRENT 
AUTOMATION  VENDOR  IS 
GIVING  YOU  THE  BEST  DEAL??? 


WE  CAN  HELP  !!! 


Our  services  include: 

• Development  of  a Strategic  Information  Systems  Plan  that  will  help  identify  and  meet 

your  practice’s  future  automation  objectives  and  directions. 

• Assessment  of  the  offices  current  operational  environment. 

• Evaluation  and  selection  of  technology  solutions  and  cost  effective  improvements. 

• Review  and  negotiation  of  hardware  and  software  system  acquisitions  and  support  contracts. 

• Provide  technology  and  data  management  on  an  outsourced  basis. 


Give  us  a call  today  !!! 
(302)425-5560 


TAM  Consulting  Associates,  Inc. 

1701  Augustine  Cut-Off,  Suite  14  • Wilmington,  DE 
Thomas  A.  Mieszala  - President 
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EDITORIAL 


Learning 

E.  Wayne  Martz,  M.D. 


On  July  1 , all  medical  licenses  in  Delaware  were 
renewable  provided  each  individual  doctor  had 
completed  40  hours  of  accredited  CME  since  the 
last  renewal  two  years  ago.  For  most  doctors 
CME  is  a way  of  life,  as  natural  as  breathing  or 
getting  up  in  the  morning,  and  renewal  was  no 
problem,  but  for  about  three  percent  it  initiated 
a frantic  scramble  to  find  40  credit  hours  in  the 
last  30  days.  To  me  this  whole  comedy  is  an 
example  of  the  futility  of  trying  to  legislate  learn- 
ing. To  paraphrase  an  old  saying,  you  can  lead 
a doc  to  conference,  but  you  can't  make  him 
think.  Do  we  find  doctors  better  in  July  than  they 
were  in  May  or  June?  Don't  be  silly,  but  we  have 
been  reading  an  awful  lot  lately  about  setting 
standards  and  improving  education  in  our 
schools,  as  though  we  could  make  it  happen  by 
legislation. 

In  my  way  of  thinking  (learned  at  the  University  of 
Illinois  30  years  ago)  the  whole  of  education  can 
be  reduced  to  a few  simple  maxims: 

1 ) There  are  no  "teachers."  There  are  only  "learn- 
ers," which  is  to  say  that  nobody  can  teach  you 
anything  unless  you  want  to  learn  it. 

2)  Thus  it  follows  that  we  learn  best  what  we  want 
to  learn,  and 

3)  We  learn  it  when  we  want  to  learn  it. 

4)  The  best  motivator  (to  learn)  is  the  bestteacher. 


5)  Often  the  environment  is  the  best  motivator, 
but  the  teaching  / learning  environment  is 
fragile  and  easily  broken.  It  can  turn  from 
positive  to  negative  in  a heartbeat. 

There  are  many  ways  to  motivate  people.  The 
best  ways  create  a sense  of  excitement,  but  fear, 
love,  reward,  punishment,  hunger,  hope  and 
many  other  things  can  be  very  effective  motiva- 
tors. We  must  be  careful  though.  Poverty  is  not 
necessarily  motivating,  but  if  we  add  hope,  it 
may  become  so.  Defeat  can  be  motivating,  or  it 
can  be  de-motivating,  and  the  same  is  true  of 
shame,  or  anger.  Most  of  us  have  had  the 
experience  of  trying  to  toilet  train  a baby.  It  is 
fruitless  and  frustrating  until  the  baby  is  moti- 
vated to  learn.  Then  things  move  along  rather 
well. 

I have  always  found  physician  education  inter- 
esting and  challenging.  How  do  you  motivate 
doctors  to  want  to  learn?  One  of  my  favorite 
sayings  has  been  "You  don't  need  to  whip  a 
thoroughbred,"  but  recently,  watching  a Derby 
race,  I noticed  they  do  use  a whip  rather  freely. 

I didn't  notice  whether  the  horse  being  whipped 
was  the  one  who  won  or  lost.  Maybe  it  was  j ust 
to  create  excitement.  Or,  possibly,  I have  been 
wrong  all  along.  That  too  has  happened. 

For  much  of  my  professional  life  I was  respon- 
sible for  running  residency  programs.  Having 
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been  treated  rather  shabbily  during  part  of  my 
own  residency  in  the  1 940s,  I resolved  not  to  do 
that,  but  to  create  an  environment  conducive  to 
learning.  I recognized  that  every  hospital  has 
some  excellent  - even  outstanding  - doctors  on 
its  staff.  You  find  them  all  over  the  country,  often 
in  the  most  out-of-the-way  and  unexpected  places. 
Thus  all  hospitals  have  the  potential  to  conduct 
excellent  educational  programs,  and  only  the 
best  organized  ones  get  accredited  to  run  residen- 
cies. My  problem  was,  how  does  one  stand  out  in 
such  an  environment  to  attract  the  best  residents, 
because  ultimately  it  is  the  quality  of  the  residents 
which  makes  or  breaks  the  program.  The  best 
residents  are  self-motivating  and  create  an  envi- 
ronment of  excitement,  a fervor  to  learn  that  makes 
them  become  the  best  doctors.  The  doctors  who 
train  in  a program  tend  to  settle  in  that  area  and  set 
the  quality  level  for  the  future. 

I felt  that  the  best  way  for  Delaware  to  stand  out 
would  be  by  taking  a personal  interest  in  each  and 
every  resident,  doing  everything  possible  to  help 


that  young  doctor  reach  his  or  her  personal  career 
goals.  So  many  programs  abuse  or  misuse  resi- 
dents. Even  some  reputed  to  be  the  very  best  seem 
to  take  a perverse  pride  in  being  harsh  with  them. 
As  far  as  I am  concerned,  it  worked.  Within  a few 
years  Wilmington  was  receiving  good  applications 
from  all  across  the  country,  and  I think  we  were 
training  the  best  residents  in  the  Delaware  valley. 
Still  the  question  was  being  asked  of  DIMER,  and  is 
still  being  asked  "How  many  Delaware  students 
have  come  back  to  Delaware  to  practice?"  The 
question  is  at  best  irrelevant  and  at  worst  insulting. 
It  implies  that  we  do  not  want  those  fine  young 
doctors  just  because  they  grew  up  in  some  other 
state.  What  kind  of  narrow  provincialism  is  that! 

In  spite  of  opposition,  I still  believe  that  our  per- 
sonal interest  in  those  we  teach  is  the  best  motivator 
for  learning,  and  that  they  will  learn  best  what  they 
want  to  learn  when  they  want  to  learn  it.  There  are 
no  teachers.  Only  learners.  Our  job  is  to  motivate 
them. 


IT’S  YOUR 
TURN  TO 
BE  TAKEN 
CARE  OF 


As  a physician,  you’ve  spent  many  years  perfecting 
your  skills  and  practice  so  that  you  could  provide  your 
patients  with  the  best  possible  care.  But  who  takes  care 
of  you? 

We  do.  HTH  Associates  has  specialized  in  assisting 
physicians  with  their  diverse  financial  needs  for  over 
25  years.  In  fact,  more  than  400  medical  practices  on 
the  east  coast  rely  on  our  financial  and  retirement 
planning  expertise. 


One  of  the  ways  we  assist  physicians  with  their  finan- 
cial planning  needs  has  been  the  creation  and  contin- 
ued sponsorship  of  the  The  Physician  as  a Business  " 
seminar.  Physicians  from  Philadelphia,  Delaware,  New 
Jersey,  Maryland  and  Virginia  have  attended  this  highly 
successful  seminar  to  learn  about  pertinent  financial  and 
retirement  planning  topics  which  are  relevant  to  them. 

If  you’re  interested  in  learning  why  physicians  are 
saying,  “I  barely  have  time  to  keep  up  with  the 
changes  in  my  field  - let  alone  keep  mysell  updated 
with  every  change  in  the  tax  laws.  That’s  why  I’m 
making  that  your  job!”,  then  please  contact  us  today 
for  an  appointment  or  to  place  your  name  on  the 
seminar  mailing  list. 


H.  Thomas  Hollinger 

220  Continental  Drive.  Suite  315 
Newark,  DE  19713 
Phone:  (302)731-1326 
Fax:  (302)  455-9089 


liranch  office  of  1717  Capital  Management  Company, 
Member  NASD,  SIPC.  Registered  Investment  Advisor 


HTH 

ASSOCIATES 


478 


Del  Med  Jrl , September  1997,  Vol  69  No  9 


Arbors  At  New  Castle 

is  proud  to  announce  our 

Accreditation 


by  the 


Joint  Commission 

on  Accreditation  of  Healthcare  Organizations 
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ARBOR 

^ARBORS  AT  NEW  CASTLE 

Subacute  and  Rehabilitation  Center 
32  Buena  Vis  ta  Drive 
New  Castle,  DE  19720 

' (302)328-2580 

JCAHO  Accredited-Long  Term  Care 


The  Mid-Atlantic... 

A World  of  Discovery 
at  Your  Doorstep! 

Experience  the  culture  and  diversity  of  the  nation’s  capital  while  enjoying  the  history  and  beauty  of 
Virginia’s  countryside  as  well  as  a medley  of  activities  on  Maryland’s  mountains  and  shores. 

Internal  Medicine 

The  Mid-Atlantic  Permanente  Medical  Group,  PC.  is  a physician  owned  and  managed  med- 
ical group  serving  the  Washington,  DC  and  Baltimore  metropolitan  areas.  We  are  seeking 
top-quality  Internists  to  provide  exceptional  healthcare  to  our  IM  patients  admitted  to 
Maryland  & District  of  Columbia  hospitals.  As  part  of  a team  interacting  closely  with  our 
office-based  physicians,  you  will  have  easy  access  to  consultations  with  a wide  variety  of  spe- 
cialists, as  well  as  the  opportunity  to  apply  your  skills  in  utilization  and  management  issues. 
We  also  have  full  time  office  positions  available  in  Baltimore. 

We  offer  an  enhanced  salary  and  benefits  package  which  includes  vacation  and  sick  time, 
health/life  benefits,  occurrence  malpractice  coverage,  retirement,  relocation  allowance, 
shareholder  opportunity  and  much  more!  Nationally  recognized  for  quality  care,  Kaiser 
Permanente  presents  an  ideal  opportunity  to  practice  medicine. 

To  learn  more,  send  or  fax  your  CV  and  cover  letter  to:  Dorothy  Houlihan.  Physician  Recruitment, 


MAPMG.  2101  E.  Jefferson  St. 
301-816-7472.  EOE 
www.  kaiseronline . org 


Box  6649,  Rockville.  MD  20849.  Ph:  1-800-227-6472.  Fax: 


Pt 


KAISER  PERMANENTE 

Mid-Atlantic  Permanente  Medical  Group,  P.C. 
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NEW  RESIDENCY  TRAINING? 


•How  to  Lower  Your  Malpractice  Premiums 
•How  to  Lawsuit-ProofYour  Practice  Using  Trusts  and  Other  Legal  Entities 
•Five  (5)  Types  of  Trusts  and  How  to  Use  Them  to  Save  Income  & Estate  Taxes 
•The  Best  Ways  to  Fund  and  Protect  Your  Retirement 


The  Doctor  s Asset  Protection  Kit® 


Leading 

Asset  Protection  Attorney 
David  B.  Mandell,  JD,  MBA 
and  a 

Team  of  Practicing  Physicians 
designed  a 

multi-media  kit  including: 


• 300  pg.  Asset  Protection  Guide 

• 50  pg.  Special  Report 

• Doctors  Forum  Audio  Cassette 

• Delaware-Specific  Exemptions 

• Financial  Worksheets 


For  Fastest  Service:  Call  (800)  554-7233 


r 

I 


30  DAY  MONEY  BACK  GUARANTEE 


50%  Off 

Special  Offer 


l 
I 

I For  Delaware  Physicians 
| Regularly  $199.95 

| Your  Price  $99.95 

1 (Tax  Deductible) 


name 


address 


city 


credit  card 


expiration  date 


state  zip 


Learn  to  Utilize: 

• Homestead  Laws 

• State  Exemptions 

• Joint  Ownerships 

• 5 Types  of  Trusts 

• Limited  Liability  Co’s 

• Limited  Partnerships 

• Corporations 

• Wills/Estate  Planning 

Mail  to:  Guardian  Publishing 
269  S.  Beverly  Drive 
Suite  810 

Beverly  Hills,  CA  90212 
FAX:  (213)  782-8520 


PRELIMINARY  REPORT 


An  Open  Trial  of  Sertraline  for 
Menopausal  Hot  Flushes:  Potential  Involvement  of 
Serotonin  in  Vasomotor  Instability 


Edward  A.  Trott,  M.D.  — Marissa  Largoza,  M.D.  — Keith  A.  Hansen,  M.D. 


INTRODUCTION 

Hot  flushes  are  an  easily  recognized,  classic 
symptom  of  the  climacterium,  leading  to 
significant  discomfort  and  inconvenience  during 
daily  activities.  Classic  therapy  for  hot  flushes  is 
replacement  of  the  hormonal  deficiency  with 
estrogen  which  usually  results  in  significant 
improvement.  However,  there  are  patients 
whose  hot  flushes  do  not  respond  to  estrogen 


Edward  A.  Trott,  M.D.  is  the  Associate  Medical  Director  of  the 
Center  for  Human  Reproduction  and  the  Director  of  the 
Recurrent  Pregnancy  Loss  Center  of  Delaware. 

Marissa  Largoza,  M.D.  is  a resident  in  the  Department  of 
Obstetrics  and  Gynecology  at  the  Medical  Center  of  Delaware  in 
Newark,  Delaware. 

Keith  A.  Hansen,  M.  D.  is  the  Program  Director  of  the  Section  of 
Reproductive  Endocrinology  and  Infertility,  Department  of 
Obstetrics  and  Gynecology,  The  Medical  College  of  Georgia  in 
Augusta,  Georgia. 


therapy,  or  for  whom  hormonal  therapy  is 
unacceptable  or  contraindicated,  as  in  patients 
in  whom  hypoestrogenism  is  the  therapeutic 
goal  (e.g.  gonadotropin  releasing  hormone 
agonist  therapy  for  endometriosis).  The 
management  of  hot  flushes  in  these  patients  is 
often  difficult  and  has  been  limited  to  agents 
such  as  clonodine  or  Bellergal. 

Serotonin  re-uptake  inhibitors  increase  the 
availability  of  serotonin  in  the  central  nervous 
system  and  have  been  used  in  the  treatment  of  a 
number  of  psychiatric  disorders.  Serotonin  re- 
uptake inhibitors  reduce  luteinizing  hormone 
and  increase  prolactin  in  the  human.  A direct 
effect  of  serotonin  on  central  thermoregulatory 
mechanisms  has  been  well  documented  but  not 
in  the  context  of  hot  flushes.  In  addition, 
unpublished  clinical  trials  with  various  sero- 
toninergic  agents  in  menopausal  women  have 
failed  to  show  any  relief  from  hot  flushes. 
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Preliminary  Report 


PATIENTS 

This  was  a retrospective  chart  review  of  15 
patients  who  presented  with  hot  flushes,  and 
were  unresponsive  or  not  candidates  for 
estrogen  replacement  therapy.  Eleven  were 
unresponsive  to  estrogen  therapy  with  continued 
hot  flushes;  two  were  receiving  leuprolide 
acetate  for  endometriosis  where  the  therapeutic 
goal  was  hypoestrogenism;  one  had  a recent 
history  of  breast  cancer  and  one  did  not  want  to 
take  estrogen. 

All  15  patients  were  given  sertraline  hydrochlo- 
ride at  an  initial  dose  of  25  milligrams  every 
night.  If  there  was  no  response  within  five  days 
the  dose  was  increased  to  50  milligrams  nightly. 
Thirteen  of  the  patients  had  subjective 
amelioration  of  their  hot  flushes.  Of  the 
remaining  two  patients,  one  stopped  therapy 
because  of  a skin  rash  and  the  other  had  no 
relief  of  her  symptoms.  The  latter  was  receiving 
leuprolide  acetate  for  endometriosis. 


DISCUSSION 

The  management  of  hot  flushes,  especially 
those  that  are  resistant  to  estrogen  therapy, 
remains  a difficult  and  often  frustrating  problem 
for  the  patient  and  her  physician.  Hot  flushes  are 
accompanied  by  an  increase  in  peripheral 
temperature  and  a decrease  in  core  tempera- 
ture. Serotonin  plays  an  important  role  in 
normal  thermoregulation  and  may  play  a role  in 
the  pathophysiology  of  hot  flushes.  These 
preliminary  results  are  noteworthy  and  indicate 
a possible  role  for  serotoninergic  agents  in  the 
clinical  management  of  estrogen  depletion  hot 
flushes.  A placebo  effect  must  be  evaluated  but 
is  considered  unlikely  in  patients  who  are 
already  on  estrogen  therapy  for  menopausal 
symptoms.  Further  studies  in  a prospective, 
placebo  controlled  fashion  are  necessary  to  fully 
assess  this  phenomenon.  These  studies  are 
currently  in  process  at  our  medical  center. 


Report  Child  Abuse 

1-800-292-9582 

The  statewide  report  line  operates 
24  hours,  7 days  per  week 

Division  of  Family  Services 

Delaware  Department  of  Services  for  Children,  Youth  and  Their  Families 
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IN  BRIEF 


CURRENT  TRENDS  IN  DIABETES 
MANAGEMENT 

This  seminar  will  discuss  and  identify  treatment  for 
people  with  diabetes,  identify  appropriate 
situations  for  referrals  to  specialists  to  prevent 
complications  of  diabetes,  and  to  identify  the  ADA 
standards  of  care  for  treatment  of  patients  with 
diabetes. 

DATE:  Thursday,  October  9,  1997 

TIME:  5:30  PM  - 9:30  PM 

PLACE:  Sheraton  Hotel  in  Dover,  Delaware 

The  seminar  is  sponsored  by  the  Medical  Society  of 
Delaware  in  partnership  with  the  Diabetes 
Treatment  Centers  of  America,  Inc.  Dinner  will  be 
served. 

Please  call  800-639-2576  by  September  30th. 


ANNUAL  CONFERENCE  - NATIONAL  HOME 
CARE  MONTH 

The  Delaware  Association  for  Home  & Community 
Care  proudly  presents  its  1997  Annual  Confer- 
ence in  observance  of  National  Home  Care 
Month,  and  celebration  of  its  15th  Anniversary. 
The  conference  will  address  non-pharmacologic 
approaches  to  pain  management,  stress  manage- 
ment for  professional  caregivers,  state  of  the  home 
and  community  health  care  industries,  and  current 
products  and  resources  for  home  and  community 
care  providers. 

DATE:  Wednesday,  November  5,  1997 

PLACE:  Cavaliers  Country  Club  - Christiana, 

Delaware 

Please  call  the  DAHCC  Office  at  302-764-6155 
for  more  information. 


WOMEN'S  HEALTH  CONFERENCE 


The  following  Conference  is  jointly  sponsored  by 
the  AGENDA  for  Delaware  Women,  Women  & 
Wellness,  Delaware  Commission  for  Women, 
American  Heart  Association,  Delaware  Technical 
& Community  College. 


WHAT: 

WHEN: 

AGENDA: 

WHERE: 


COST: 


Informative,  Practical,  Innovative  - 
Heart  Disease,  Breast  Cancer,  Menopause 
October  25,  1997 
8:00  AM  - Health  Screenings 
8:45  AM  - Registration 
9:15  AM  -1:15  PM  - Conference 
Delaware  Technical  & Community 
College:  Terry  Campus  (Dover), 
Stanton  Campus  (Newark),  Owens 
Campus  (Georgetown) 

$15 


MEDICAL  MUSIC  GROUP  RECRUITING  NEW 
MEMBERS 

The  VA-National  Medical  Music  Group  is 
recruiting  new  members  for  its  chorus  and 
symphony  orchestra.  Participation  is  open  to 
physicians,  nurses,  other  health  care  profession- 
als, students  and  their  families.  Applicants  need 
not  be  working  in  veteran  health  care. 

The  group's  1997  performance  is  scheduled  for 
November  8 at  the  John  F.  Kennedy  Center  for 
Performing  Arts  in  Washington,  DC.  The  group 
will  then  conduct  a concert  tour  of  Spain  and 
Portugal,  November  9 through  1 7.  Opportunities 
will  be  provided  for  medical  visits,  consultations, 
and  lectures  at  medical  centers  and  schools,  as 
well  as  meetings  with  Spanish  and  Portuguese 
government  officials. 


For  more  information,  please  call  the  AGENDA  for 
Delaware  Women  at  302-856-7826. 


For  more  information  on  auditions  or  travel  to 
Spain  call  Adella  Pocavich  at  412-365-5372. 
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In  Brief 


COURSES  IN  LONDON 

The  London  Medical  Postgraduate  Association 
sent  a correspondence  which  detailed  course 
offerings  available  to  members  of  the  Medical 
Society  of  Delaware  who  are  visiting  London.  The 
courses  discuss  the  British  system  of  medical 
practice  and  are  held  during  the  first  week  of  each 
month  (except  December).  These  courses  concen- 
trate on  the  organization  of  health  service, 
indicating  the  differences  between  practice  in  the 
United  States  and  Britain.  Historical  aspects  are 
also  dealt  with,  as  there  is  a wealth  of  medical 
history  to  see  in  London. 

Formal  courses  require  a minimum  of  ten 
participants,  but  informal  meetings  can  be 
arranged  for  smaller  numbers.  A certificate  of 
attendance  is  provided,  though  this  may  not  meet 
your  educational  requirements.  The  registration 
fee  is  $250  and  is  to  be  paid  in  advance.  If  you  are 
interested  in  this  program  simply  fax  or  write  to 


Harold  Hillman,  PhD,  MB,  BSc  at  the  fax/address 
found  below. 

FAX:  44-1483-  531110 

MAIL:  London  Medical  Postgraduate  Association 

Membership  Office 
Suite  3,  Merrow  Drive 
76.  Epsom  Road 
Guilford 
Surrey  GUI  2BX 
United  Kingdom 

HIV/STD  CONFERENCE 

The  10th  annual  statewide  HIV/STD  Conference, 
"Creating  Our  Common  Vision:  Future  Chal- 

lenges, Shared  Responsibility",  is  to  be  held  on 
November  5-6,  1997. 

If  you  would  like  to  attend  the  conference,  contact 
Tina  Bowler  at  302-654-5471 . 
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Of  An  Operation 
That'U  Make 
You  Feel  Better 


As  an  Air  Force  Reserve  physician, 
you'll  experience  all  the  rewards  of 
providing  care.  And  then  some. 

Because  as  part  of  our  nation's  vital 
defense  team,  you'll  help  protect 
the  strength  and  pride  of  America. 

In  the  Air  Force  Reserve,  you'll  feel 
the  excitement  a change  of  pace 
brings  as  you  gain  the  prestige  of 
military  rank  and  the  privilege  of 
working  with  some  of  the  world's 
best  medical  professionals.  And, 
you  can  update  your  knowledge 
through  the  Air  Force  Reserve's 
wide  selection  of  continuing  edu- 
cational opportunities. 

With  our  new,  flexible  schedule 
programs,  it's  never  been  easier  to 
give  something  back  to  your 
country. 

The  Air  Force  Reserve.  It's  a great 
way  to  serve. 


Call:  (800)282-1390 


A GREAT  WAY  TO  SERVE 
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INFORMATION  FOR 
ADVERTISERS 

The  Delaware  Medical  Journal  is  a monthly 
publication  of  the  Medical  Society  of  Delaware. 
The  Journal  reaches  approximately  75  percent 
of  the  state's  physicians,  as  well  as  medical 
libraries,  and  hospitals;  its  circulation  is  approxi- 
mately 1 ,630. 

Full-,  half-  and  quarter-page  advertisements  are 
accepted.  Half-  and  quarter-page  ads  may  be 
either  vertical  or  horizontal.  The  Journal  can 
provide  such  services  as  four-color  or  matched 
color  ads;  camera  work  (halftones,  line  shots); 
and  typesetting. 

Closing  for  space  reservations  is  the  first  of  the 
month,  two  months  prior  to  publication.  Closing 
for  materials  is  the  first  of  the  month,  one  month 
prior  to  publication. 

All  advertisements  are  subject  to  approval  by  the 
Publications  Committee  of  the  Medical  Society 
of  Delaware. 

For  a media  kit  or  for  more  information,  call 
Kristine  Riccardino  at  302-658-7596  or  800- 
348-6800  (Kent  or  Sussex  Counties). 
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The  Optimum 
Referral  Option 


The  Arbors  at  New  Castle 
Subacute  and  Rehabilitation 
Center  is  a 120-bed  Center 
specializing  in  providing  the 
area's  finest  subacute, 
rehabilitation  and  basic 
healthcare  services. 

In  today's  cost  conscious 
environment,  healthcare 
providers  are  increasingly 
being  asked  to  produce 
optimal  medical  results  at 


minimal  costs.  That's 
precisely  what  the  Arbors 
at  New  Castle  is  designed, 
staffed  and  equipped  to  do. 

When  combined  with 
our  physician-driven 
interdisciplinary  team 
approach  to  delivering 
care,  our  subacute  care  helps 
high  acuity  patients  recover 
quickly,  at  costs  that  are 
30-60%  less  than  comparable 
care  in  an  acute  care  setting. 


In  addition  to  our  basic 
healthcare  services,  we 
provide  care  through 
specialized  subacute 
programs  in  the  areas  of: 

▲ Respiratory 

▲ Medical  Rehabilitation 
A Digestive  Diseases 

A Cardiac  Recovery 
A Infusion  Therapy 
A Wound  Care 


For  more  information 
and  a copy  of  our  video 
call  328-2580. 


ARBOR 

ARBORS  AT  NEW  CASTLE 

Subacute  and  Rehabilitation  Center 
32  Buena  Vista  Drive 
New  Castle,  DE  19720 

(302)  328-2580 


What  if  your  investment  manager 
could  add  something  unique  to  your  portfolio? 


Like  maybe  150  years  of  experience. 


For  more  than  150  years,  PNC  Bank  has  been 
helping  individuals  create  and  build  wealth. 
We  start  by  gaining  a thorough  understanding 
of  you  and  your  asset  management  and  estate 
planning  needs.  We  draw  upon  our  highly- 
regarded  investment  research — the  same  research 
used  by  over  250  other  investment  firms  around 
the  world — to  identify  opportunities  for  you. 


Then  we  apply  our  blended  investment  style 
and  disciplined  risk  management  process  to 
help  you  meet  your  investment  goals.  Finally,  our 
professionals  work  closely  with  your  legal,  insurance 
and  tax  advisors  to  develop  and  implement  an 
estate  plan  that  fully  meets  your  personal 
objectives.  Find  out  the  difference  our  experience 
can  make.  Call  John  Amalfitano  at  (302)  429-2025. 


PNC  PRIVATE  BANK 

SM 

Visit  us  on  the  World  Wide  Web.  Our  address  is  http://www.pncbank.com 


Investments  • Trusts  • Banking  Services 


PNC  Private  Bank  is  a service  mark  of  PNC  Bank  Corp.  Banking  and  trust  services  are  provided  as  follows:  Pennsylvania  and  New  Jersey,  PNC  Bank,  National 
Association;  in  Massachusetts  and  Connecticut,  PNC  Bank,  New  England;  in  Delaware,  PNC  Bank,  Delaware;  in  Ohio  and  northern  Kentucky,  PNC  Bank,  Ohio, 
National  Association;  in  western  Kentucky,  PNC  Bank,  Kentucky,  Inc.;  in  Indiana,  PNC  Bank,  Indiana,  Inc.;  in  Florida,  PNC  Bank  FSB.  Members  FDIC. 
Brokerage  services  are  offered  through  PNC  Brokerage  Corp,  a registered  broker-dealer  and  member  SIPC.  PNC  Brokerage  Corp  is  a subsidiary  of 

PNC  Bank,  National  Association,  which  is  not  a broker-dealer. 
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Community  Imaging  Center 
At  Limestone  Meets 
All  Your  Medical  Imaging  Needs. 


Limestone  Medical  Center 

1941  Limestone  Road,  Suite  214 

Wilmington,  DE  19808 

Telephone:  (302)  892-6200 

Fax:  (302)  892-6206 

Internet:  www.communitymed.com 


David  S.  Grubbs,  M.D.,  FACC,  FACP 
Medical  Director 

Frank  DiGregorio,  CNMT,  RDMS 
Director  of  Diagnostic  Imaging 


Community  Imaging  Center  Offers: 


Therapy 

1131  Thyroid  Ablation 
Strontium/Bone  Metastases 

Cardiology 

Cardiovascular  Stress  Test 
2-D  Echocardiogram 
ECG 

Holter  Monitor 
Loop  Monitor 
Signal  Averaged  ECG 

Ultrasound 

Abdominal 

Breast 

Extremity 

Obstetrical 


Pelvic 

Retroperitoneal 

Testicular 

Thyroid 

Transvaginal 

Vascular  Ultrasound 

Arterial  Duplex  Scan 
Carotid  Duplex 
Venous  Duplex  Scan 

Nuclear  Medicine 

Abcess  Localization 
Brain  Scan 
Bone  Scan 
First  Pass 

Gastric  Emptying  Scan 


Gastrointestinal  (GI  ) Bleed  Scan 
Gated  Blood  Pool  (MUGA)  Scan 
Hepatobilary  (HIDA)  Scan 
Liver  and  Spleen  Scan 
Lung  Scan 
Meckel’s  Scan 

SPECT  Myocardial  Perfusion  Scan 
(Cardiolite  or  Thallium) 
Parathyroid  Scan 
Renal  Scan 
Testicular  Scan 

Thyroid  Carcinoma  Metastases 
Imaging 
Thyroid  Scan 
Tumor  Localization 

Offering  imaging  with: 

Cardiolite  i.v.persa*™e 


Prompt,  courteous  service  • Test  results  available  in  24  hours  or  less  • All  positive  tests  called  and  faxed 


There’s  a Community  Medical  Center  Near  You: 


Glasgow  Medical  Center 


2600  Summit  Bridge  Road 
Newark  (302)  836-8350 
Ambulatory  Surgery 
Medical  Aid  Unit 
Laboratory 
X-Ray 


Silverside  Medical  Center 


2700  Silverside  Road 
Wilmington  (302)  478-1100 
Medical  Aid  Unit 
Laboratory 
X-Ray 


Limestone  Medical  Center 


1941  Limestone  Road 
Wilmington  (302)  992-0500 
Medical  Aid  Unit 
Laboratory 
X-Ray 

Ambulatory  Surgery 
Community  Imaging  Center 
Nuclear  Medicine 
Ultrasound 
Cardiology 
Therapy 


Community 
^jedical  (are,  Inc 


immunity  Jmaging  (enter 


A division  of  Community  Medical  Care,  Inc. 


Serving  and  managing  the  outpatient  needs  of  the  community 
with  quality,  affordable  medical  care  since  1978 


immunity  Jmaging  (enter 


a division  of  Community  Medical  Care , Inc. 


ARE  YOUR  FEMALE  PATIENTS  GETTING  THE  BEST 
POSSIBLE  MYOCARDIAL  PERFUSION  TESTS? 

JACC  VOL.  29,  No.  1 

(Journal  American  College  of  Cardiology) 

JANUARY  1997:69-77 

“Comparative  Diagnostic  Accuracy  of  Tl-201  and  Tc-99m  Sestamibi  SPECT  Imaging  (Perfusion  and 
ECG-Gated  SPECT)  in  Detecting  Coronary  Artery  Disease  in  Women” 

Conclusions:  Thallium-201  and  Tc-99m  Sestamibi  myocardial  perfusion  scintigraphic  studies  have 
similar  sensitivities  in  the  detection  of  CAD  in  women.  However,  the  specificity  of  Tc-99m  Sestamibi  is 
significantly  higher  than  that  of  Tl-201 . This  specificity  is  further  enhanced  by  the  use  of  ECG-Gated 
SPECT  Tc-99m  Sestamibi  imaging. 


Community  Imaging  Center  was  the  first  lab  in  Wilmington  to  routinely 
perform  ECG-Gated  SPECT  using  Tc-99m  Sestamibi  ( C ARDIQLITE)™ 
on  all  patients.  ECG-Gated  SPECT  provides  perfusion,  wall  motion  and 
Ejection  Fraction  in  one  study. 


HERE  IS  WHAT  OUR  PATIENTS  HAVE  TO  SAY  ABOUT  US 

“Last  Friday,  I had  a Cardiolite  stress  test  at  your  facility.  This  could  have  been  an 
awkward  and  unpleasant  experience;  but  due  to  the  professionalism  and  courtesy 
exhibited  by  the  employees  of  your  Center,  I felt  comfortable  and  reassured.  Please 
accept  my  thank  you  and  gratitude.  I will  pass  my  opinion  on  to  my  doctor  (...)  and 
remain  sincerely  (...)”. 

• Prompt,  courteous  service  • Test  results  available  in  24  hours  or  less  • All  positive  tests  called  and  faxed 


We  participate  with  virtually  all  insurance  carriers 


Phone:  302-892-6200  Fax  302-892-6206  Internet:  www.communitymed.com 
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Instructions  to  Authors 

The  Delaware  Medical  Journal  (DMJ)  is  owned  and  published  by  the 
Medical  Society  of  Delaware  as  a medium  of  communication,  education  and 
expression  for  its  members,  and  also  for  others  striving  for  excellence  in 
medical  practice.  Articles  in  the  DMJ  are  intended  to  be  scientific  and 
educational  and  are  not  intended  to  reflect  standards  of  medical  care.  All 
material  published  is  under  copyright.  On  receipt  of  material  submitted  for 
publication,  asuitable  release  form  will  be  sent  for  signature  by  all  authors. 

Scientific  articles  on  medical  matters  are  especially  welcomed,  including  case 
reports,  clinical  experiences,  observations  and  information  on  matters 
relevant  to  medical  practice.  Other  material  may  also  be  accepted  if  the 
editorial  staff  deems  it  of  interest  to  DMJ  readers.  All  submissions  should 
include  a brief  summary. 

It  is  highly  recommended  that  authors  familiarize  themselves  with  DA// style 
before  submitting  manuscripts  for  consideration. 

All  material  for  publication  should  be  submitted  on  a 3 1 /2"  computer  diskette 
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Advanced  MRI  Imaging 
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Largest  aperture  (60cm>,  incredible  detail 

The  General  Electric  HORIZON  1.5T  HiSpeed  imager  is  now  available  at 
Omega  MRI  and  the  GE  HORIZON  LX  1.5T  HiSpeed  imager  at  Wilmington  MRI. 


GE  Horizon  LX  1.5T  HiSpeed  imager 


The  Advantages  include;  larger  bore  opening 
(60cm  as  compared  to  open  MRI  47cm) 
allowing  greater  comfort  for 
claustrophobic  patients, 
highest  possible  image 
quality,  plus  new  exams, 
such  as,  MR  Urography, 

MRCP  and  3D  contrast 
enhanced  MR  angiography.  1 |ia 

angiogram 


Diffusion  weighted  images  can  demonstrate 
an  infarct  6-24  hours  prior  to  a routine  CT  or 
MRI.  Proton  Spectroscopy, 

MRS  (non-invasive  chemi- 
cal biopsy)  shows  elevated 
lactate  levels.  The  greatest 
potential  of  this  technology 
is  accurate  stroke  detect- 
ion, allowing  for  early 
definitive  therapy. 
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of  out-patient  imaging  services  include: 

• 1.5  Tesla  MRI  (two  magnets) 

• Spiral  CT  scanning 
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Early  stroke  detection 
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ing in  the  early  detection 
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Stand  Tall  — But,  Dodge  and  Weave 

"Stoop  and  you'll  be  stepped  on;  stand  tall  and  you'll  be  shot  at. " 
- Carlos  Urbizo 


I am  quite  certain  that  many  physicians  feel  "put- 
upon"  on  virtually  a daily  basis.  Circumstances 
in  recent  years  have  led  to  a siege  mentality. 
Whether  this  was  or  was  not  avoidable  is  a 
question  perhaps  best  left  to  history  buffs.  I 
doubt  that  circumstances  will  ever  be  redupli- 
cated to  the  extent  that  we  are  ever  faced  with 
choices  highly  similar  to  those  which  brought  us 
to  this  point.  In  any  case,  the  fact  is  that  a whole 
generation  of  American  physicians  has  known 
no  professional  life  free  of  this  siege  mentality. 
This  is  not  something  which  developed  over- 
night. It  began,  I suppose,  with  assaults  by  trial 
attorneys;  but,  it  has  progressed  to  a point  that 
many  of  us  would  once  have  believed  impos- 
sible. And,  the  sources-of-fire  are  often,  surpris- 
ingly, individuals  or  groups  which  would,  on  the 
face  of  things,  appear  to  be  natural  allies  in  the 
fight  to  correct  the  problems  we  face.  I believe 
this  has  occurred  largely  because  our  society  has 
depreciated  the  importance  of  the  individual 


(unless  we  accept  the  Madison  Avenue  dictate 
that  our  individualities  are  defined  by  the  name- 
brand goods  that  we  consume).  We  have,  to  a 
large  degree,  allowed  ourselves  to  be  "pack- 
aged" into  special  interest  groups.  Perhaps  this 
is  often  the  most  politically  expedient  course  to 
follow;  but  it  is  also  often  not  the  best  course  for 
our  society  as  a whole. 

As  we  struggle  to  chart  an  appropriate  course  for 
our  nation's  health  care  delivery  system(s),  we 
cannot  allow  ourselves  to  become  or  to  be 
represented  as  having  become  a special  interest 
group  — unless  the  special  interest  we  represent 
is  that  of  our  patients.  "Now",  you  may  say,  "this 
goes  without  saying!"  But,  I think  that  it  bears 
saying,  because  I think  that  we  physicians  are 
going  to  find  ourselves  under  ever-increasing 
pressures  to  form  alliances  which  are  not  neces- 
sarily always  in  our  patients'  best  interests.  Now, 
there  is  nothing  wrong  with  forming  alliances.  In 
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fact,  I think  this  is  a beneficial  (indeed  necessary) 
thing  to  do;  however,  I believe  that  such  collabo- 
ration should  — must  — begin  from  a starting 
point  that  recognizes  the  need  for  physician 
independence.  When  physician  independence 
is  not  a cornerstone  of  any  such  alliance,  pres- 
sures will  ultimately,  unavoidably,  be  brought  to 
bear  in  a way  that  is  sometimes  contrary  to 
patients'  best  interests.  Therefore,  we  must 
stand  firm  and  united  on  this  principle  of  inde- 
pendence — even  when  others  may,  to  fulfill 
their  own  agendas,  try  to  portray  such  a stance 
as  solely  self-serving  for  physicians.  (The  same 
individuals  who  forward  such  arguments,  of 
course,  want  their  physicians  to  be  independent 
enough  to  wield  with  free  hands  when  handling 
their  cases.) 

This  will  not  be  easy  for  any  of  us.  It  will  often 
seem  much  like  a tight- rope  walk,  for  we  all  have 
multiple  allegiances  — those  to  families,  pa- 
tients, hospitals,  colleagues,  specialty  societies, 
etc.  It  is  not  my  place  to  tell  you  how  these 


allegiances  should  be  prioritized  in  your  life. 
However,  it  is  totally  appropriate  for  colleagues 
to  discuss  the  guiding  principles  of  their  profes- 
sion; and,  it  is,  therefore,  totally  appropriate  for 
us  to  collectively  reassert  the  fundamental  prin- 
ciple that  in  exercising  our  professional  skills  we 
owe  our  primary  allegiance  to  our  patients. 
There  is  no  question  that  many  of  us  will  "face- 
fire"  over  such  a stance.  We  must,  for  the  sake 
of  our  patients  and  our  profession,  be  willing  to 
stand  tall  in  the  face  of  this  fire.  Some  of  the 
sources-of-fire  are  rather  predictable;  but,  we 
will  each  meet  with  surprises  — both  good  and 
bad  — in  this  journey.  If  we  stand  tall  and  firm 
in  our  time-honored  roles  as  independent  pa- 
tient advocates  these  surprises  will  more  often  be 
good  than  bad. 


Until  next  time, 


Paul  E.  Howard,  M.D. 


Rehabilitation  Consultants,  Inc. 

Physical  Therapy  • Occupational  Therapy  • Speech  Therapy 

Approved  by  Medicare,  most  Managed  Care,  HMO,  and  Major  Insurance  Plans 

Silverside  Road  Office  Baynard  Blvd.  Office 

Suite  105  Springer  Bldg.  Call  302/478-5240  or  302/655-5877  2100  Baynard  Blvd 
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Specialized  care  for  congestive  heart  disease 

PATIENTS  FROM  THE  DELAWARE  HEART  FAILURE  CENTER 


Congestive  heart  failure  weakens  the  heart 
muscle  resulting  in  failure  of  the  heart  to  pump 
effectively  - a serious  condition  that  affects  three 
million  people  and  10%  of  everyone  over  the 
age  of  65.  If  you  suffer  from  symptoms  of  this 
disease,  here’s  some  good  news. 

Now  there’s  a program  devoted  to  the 
ongoing  care  and  treatment  of  congestive  heart 
failure.  The  Delaware  Heart  Failure  Center,  a 
cooperative  effort  of  St.  Francis  Hospital 
and  Delaware  Cardiovascular  Associates, 
takes  a team  approach  to  improving 
your  quality  of  life  with  this  disease. 

Through  the  Delaware  Heart 
Failure  Center,  you  will  experience 


a multidisciplinary,  proactive  approach  to 
managing  congestive  heart  failure.  You  will 
learn  how  to  take  care  of  your  heart  through 
diet,  exercise,  and  stress  reduction.  By  taking 
a coordinated  approach  to  treating  your 
condition,  the  better  you’re  likely  to  feel,  and 
the  less  time  you’re  likely  to  spend  in  the 
hospital.  Of  course,  should  the  need  for  hospital 
services  arise,  you  can  rely  on  St.  Francis  Hospital 
for  an  extensive  range  of  heart  services 
and  procedures. 

The  Delaware  Heart  Failure  Center. 
It’s  the  strength  and  support  you  need 
for  a healthier  heart.  For  more 
information,  call  302-479-7676. 
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Pathophysiological  Effects  of  Laparoscopy: 
Current  Knowledge 


Isaias  Irgau,  M.B.  Ch.B.,  F.R.C.S.(Ed) 

Raafat  Z.  Abdel-Misih,  M.D.,  F.R.C.S.(Engl),  F.R.C.S.(Ed) 
Gerard  J.  Fulda,  M.D.,  F.A.C.S.,  F.C.C.M. 


INTRODUCTION 

In  the  autumn  of  1901,  at  the  Seventy-Third 
Congress  of  German  Naturalists  and  Physicians, 
Kelling,  a surgeon  from  Dresden,  demonstrated 
the  insertion  of  a cystoscope  through  the 
anterior  abdominal  wall  of  a living  dog  for  the 
purpose  of  direct  visualization  of  the  viscera.  He 
named  the  procedure  "Koelioscopie." 1,2  This 
event  heralded  the  birth  of  laparoscopy.  In 
1910,  Jacobeus,  of  Stockholm,  described 
laparoscopy  in  humans.3  Further  milestones  in 
the  history  of  laparoscopy  are  marked  by 
technical  developments  that  culminated  in  the 
1960s  in  significant  improvement  of  optical 
resolution  with  the  introduction  of  rod-shaped 
and  air  lens  systems.2 


Drs.  Irgau,  Abdel-Misih,  and  Fulda  are  members  of  the 
Department  of  Surgery  at  the  Medical  Center  of  Delaware  in 
Wilmington,  Delaware. 


Gynecologists  have  remained  at  the  forefront  in 
the  clinical  application  of  laparoscopy  in  the  last 
30  years.  General  surgeons  have  been  slow  to 
recognize  its  potential  until  the  mid  1 980s,  when 
the  introduction  of  the  computer  chip  allowed 
the  performance  of  video  laparoscopy.  In 
1 987,  Philippe  Mouret,  in  France,  performed 
the  first  laparoscopic  cholecystectomy  in  man.4 
This  event  led  to  a revolution  that  is 
unprecedented  in  the  history  of  general  surgery. 
In  1987,  cholecystectomy  in  the  United  States 
was  performed  exclusively  by  the  standard  open 
method;  five  years  later,  more  than  80  percent 
of  cholecystectomies  were  performed  through 
the  laparoscope.5  The  rapid  widespread 
acceptance  of  laparoscopic  cholecystectomy  is 
due  in  part  to  its  distinct  advantages  over 
conventional  open  cholecystectomy  in  terms  of 
decreased  postoperative  pain,  convalescence 
time,  and  disability.  The  laparoscopic  approach 
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has  been  extended  to  many  classic  general 
surgical  procedures.  Currently,  laparoscopy  is 
being  applied  for  hernia  repair,  appendectomy, 
colon  resection,  gastric  resection,  surgery  for 
hiatal  hernia,  adrenalectomy,  nephrectomy, 
and  splenectomy. 

The  establishment  of  laparoscopy  within  general 
surgery  has  renewed  interest  in  the  physiological 
effects  of  laparoscopy.  Earlier  work  on  the 
pathophysiological  changes  associated  with 
laparoscopy  was  spearheaded  by  anesthesiolo- 
gists and  gynecologists  who  investigated  young, 
healthy  women  undergoing  short  laparoscopic 
procedures.  The  prevalence  of  older  and  sicker 
patients  within  general  surgical  practice  and  the 
lengthy  laparoscopic  procedures  undertaken  in 
general  surgery  have  prompted  new  studies  on 
the  physiological  effects  of  laparoscopy. 

As  currently  practiced,  laparoscopy  generally 
relies  on  carbon  dioxide  (C02)  insufflation  into 
the  abdominal  cavity  to  create  C02  pneumo- 
peritoneum. Pathophysiological  effects  of  C02 
pneumoperitoneum  can  be  divided  into  those 
related  to  C02  absorption  and  those  related  to 
elevated  intraabdominal  pressure.  In  addition, 
the  stress  and  immune  response  elicited  by 
laparoscopy,  viewed  as  a minimally  invasive 
procedure,  are  surgically  relevant  effects  that 
have  been  keenly  investigated. 


EFFECTS  RELATED  TO  C02  ABSORPTION 

It  has  long  been  observed  that  during 
laparoscopy  under  local  anesthesia,  patients' 
minute  ventilation  increased  spontaneously  to 
maintain  the  partial  pressure  of  arterial  CQ 
(PaC02)  within  the  normal  range.  When 
laparoscopy  is  undertaken  under  general 
anesthesia  and  the  minute  volume  is  kept  fixed, 
mean  PaC02  is  reported  to  increase  by  4.7  to 
10.5  mm  Hg.6  This  increase  in  the  C02  load  is 
handled  well  by  young,  healthy  subjects,  as 
demonstrated  by  earlier  studies  on  gynecologi- 
cal patients.  The  picture  is  different  when 
patients  have  some  degree  of  cardiopulmonary 


compromise.  Wittgen  et  al.  studied  blood  gas 
changes  in  two  groups  of  patients  undergoing 
laparoscopic  cholecystectomy.7  Group  I was 
composed  of  young,  healthy  patients  (American 
Society  of  Anesthesiologists  [ASA]  Class  I),  and 
Group  II  was  composed  of  much  older  patients 
with  preexisting  cardiopulmonary  diseases  (ASA 
Classes  II  and  III).  Group  I showed  no 
significant  change  in  PaC02  and  arterial  pH 
when  baseline  values  were  compared  with  those 
obtained  during  laparoscopy.  There  was  a 
significant  increase  in  PaC02  and  a decrease  in 
pH  when  the  baseline  values  of  Group  II  were 
compared  with  those  obtained  during  pneumo- 
peritoneum. Group  II  patients  were 
hyperventilated,  whereas  no  significant  change 
in  minute  ventilation  was  undertaken  in  the 
younger  group  of  patients  (Table  1 ).  In  addition, 
the  authors  noted  that  end-tidal  C02  measure- 
ments predicted  poorly  the  actual  degree  of 
hypercapnia  in  Group  II  patients.  The 
laparoscopic  procedure  in  two  patients  from 
Group  II  had  to  be  converted  to  a standard  open 
procedure  because  of  intractable  respiratory 


Table  1. 


Group  1 

Baseline 

Laparoscopy 

End-tidal  C02  (mm  Hg) 

28.60 

30.70 

PaC02  (mm  Hg) 

30.70 

36.60 

pH 

7.47 

7.40 

Minute  volume  (ml/kg/min) 

105.20 

105.10 

Group  2 

Baseline 

Laparoscopy 

End-tidal  C02  (mm  Hg) 

29.30 

34.70 

PaC02  (mm  Hg) 

31.90 

46.00 

pH 

7.45 

7.30 

Minute  volume  (ml/kg/min) 

83.20 

100.00 

Parameters  measured  in  two  groups  of  patients  undergoing 
laparoscopic  cholecystectomy.  Baseline  values  are  means 
of  data  obtained  after  induction  of  anesthesia  and  before 
C02  insufflation.  Laparoscopy  values  are  means  of  data 
collected  during  C02  insufflation. 

(Adapted  from  Wittgen  CM,  etal.  Analysis  of  the  hemody- 
namic and  ventilatory  effects  of  laparoscopic  cholecystec- 
tomy. Arch  Surg.  1991;  126: 997-1001;  with  permission. 
Copyright  1991,  American  Medical  Association.) 
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Figure  1. 


Legend 

Arterial  pH  profile  in  a 54-year-old  male  with  a 
history  of  chronic  obstructive  pulmonary  disease 
and  heart  disease  undergoing  attempted 
laparoscopic  cholecystectomy.  Despite  aggres- 
sive hyperventilation  (MV  increased  from  85  to 
1 1 0 ml/kg/min),  acidosis  and  hypercarbia  could 
not  be  controlled.  The  procedure  was  converted 
to  open.  (Adapted  from  Wittgen  CM,  et  at. 
Analysis  of  the  hemodynamic  and  ventilatory 
effects  of  laparoscopic  cholecystectomy.  Arch 
Surg.  1991;  126:  997-1001 ; with  permission. 
Copyright  1991,  American  Medical  Association.) 


acidosis  (Fig.  1).  The  authors  of  this  study 

recommended  that  an  attempt  be  made  to 

identify  patients  at  risk  for  C02  retention  and 
that  intraoperative  blood  gases  be  used  to 
monitor  such  patients.  The  mean  procedure 
time  in  this  study,  which  was  undertaken  prior  to 
1991,  approached  three  hours.  At  present, 
most  laparoscopic  cholecystectomies  are  com- 
pleted in  less  than  one  hour.  The  length  of  the 
procedure  certainly  influences  the  ability  to 
excrete  the  C02  load  (Fig.  1).  The  findings  of 
this  study  will  be  especially  pertinent  for  lengthy 
laparoscopic  procedures  such  as  colon 

resection  and  bilateral  hernia  repair.  Other 

studies  have  confirmed  the  accumulation  of 
C02  in  the  blood  during  C02  pneumoperito- 
neum and  the  variable  need  for  hyperventilation 
to  maintain  acceptable  PaC02  levels.68 

Hypercapnia  during  C02  pneumoperitoneum 
has  been  attributed  intuitively  to  the  massive 
C02  absorption  that  occurs  at  the  peritoneal 
interface.  An  alternative  explanation  would  be 
altered  ventilatory  mechanics  due  to  compres- 
sion of  the  diaphragm,  leading  to  increased 
ventilatory  dead  space.  Leighton  et  al. 
compared  blood  gas  values  during  C02 
pneumoperitoneum  and  helium  pneumoperito- 
neum in  an  animal  model.9  They  also  measured 
ventilatory  dead  space  in  the  two  settings.  CQ 
pneumoperitoneum  was  associated  with  signifi- 
cant increases  in  PaC02  and  decreases  in 
arterial  pH;  no  change  was  noted  between 
baseline  and  helium  pneumoperitoneum  values 


for  PaC02  and  pH.  Ventilatory  dead  space  was 
unaffected  in  both  insufflation  settings.  These 
investigators  concluded  that  hypercapnia  during 
C02  pneumoperitoneum  was  caused  by  an 
increased  C02  load. 

The  adverse  effects  of  C02  pneumoperitoneum 
noted  in  some  patients  have  prompted 
investigations  into  the  use  of  alternative 
insufflation  gases.  Helium  has  been  studied  as 
an  alternative  insufflating  agent  for  laparoscopy 
in  patients  with  preexisting  pulmonary  disease. 
It  is  an  inert  gas  that  does  not  support 
combustion  and  is  relatively  inexpensive; 
however,  its  low  solubility  in  blood  raises  the 
concern  of  gas  embolism,  which  is  a rare  but 
serious  complication  of  pneumoperitoneum. 
Fleming  et  al.  have  recently  reported  a series  of 
ten  cases  of  laparoscopy  in  which  helium  was 
used  as  the  insufflating  agent.10  All  patients  had 
significant  cardiopulmonary  disease  and  be- 
longed to  ASA  Classes  II  to  IV.  No  significant 
cardiac  or  pulmonary  complications  were 
observed.  Arterial  blood  pH  was  unaffected. 
There  is  one  other  case  report  of  helium 
pneumoperitoneum  in  man.11  Concerns 
regarding  the  risks  of  gas  embolism  remain 
unresolved,  and  further  studies  are  needed  to 
define  the  place  of  safe  helium  pneumoperito- 
neum in  current  laparoscopic  practice. 

Accumulation  of  C02  outside  the  peritoneal 
cavity  causing  subcutaneous  emphysema, 
pneumomediastinum,  and  pneumothorax  has 
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Table  2.  Gas  Embolism  - Presentation  and  Outcome  in 
Seven  Patients  Undergoing  Laparoscopic  Procedures 


Num  ber  of  Patients 

Indications  of  surgery 

Gynecologic 

4 

Surgical 

3 

History  of  previous  abdominal 

or  pelvic  surgery 

7 

Initial  manifestation 

Bradycardia 

5 

Cyanosis 

2 

Sudden  bilateral  midriasis 

5 

Survived 

5 

Died 

2 

Total 

7 

Adapted  from  Cottin  V,  et  al. 

Gas  embolism  during 

laparoscopy.  A report  of  seven  cases  in  patients  with 

previous  abdominal  history.  SurgEndocs.  1996;  10: 166- 

169;  with  permission. 

been  reported.12  Although  subcutaneous 
emphysema  is  of  little  consequence,  unrecog- 
nized pneumothorax  can  be  life-threatening. 
The  most  feared  site  of  ectopic  accumulation  of 
C02  is  within  the  blood  stream  in  the  form  of 
insoluble  gas  bubbles.  Gas  embolism  with  C02 
pneumoperitoneum  is  a rare  event.13'16  The 
reported  incidence  of  gas  embolism  ranges 
from  1 in  1 200  to  1 in  60,000.17  The  diagnosis 
is  presumptive  or  undertaken  at  autopsy.  The 
reported  mortality  rate  is  as  high  as  50  percent. 
A recent  report  from  France  by  Cottin  et  al. 
detailed  the  clinical  picture  in  seven  cases  of  gas 
embolism  during  C02  pneumoperitoneum 
(Table  2). 17  The  ages  of  the  patients  ranged 
from  33  to  47  years,  and  all  of  the  procedures 
were  elective.  Gas  embolism  resulted  in  death  in 
two  of  the  seven  patients.  The  authors 
speculated  that  a history  of  previous  abdominal 
surgery  constituted  a risk  factor  for  gas 
embolism  during  pneumoperitoneum  and 
recommended  vigilance  in  such  cases. 


Hypothermia  resulting  from  C02  pneumoperito- 
neum is  a theoretical  possibility  that  has  been 
investigated  by  Ott.18  Commercially  available 
C02  is  contained  in  steel-alloy  cylinders,  and  its 
boiling  temperature  is  21.1°C.  The  estimated 
surface  area  of  the  peritoneal  cavity  approaches 
that  of  the  skin;  the  temperature  gradient 
established  across  the  peritoneal  interface 
during  C02  pneumoperitoneum  leads  to  loss  of 
body  heat.  Ott  calculated  that  a progressive 
heat  loss  of  0.3°C  occurred  for  every  50  liters  of 
C02  insufflated  into  the  peritoneal  cavity.  Much 
lower  quantities  of  C02  insufflation  are  used  in 
current  practice.  Thus,  loss  of  heat  is  not  a 
significant  clinical  concern. 


EFFECTS  RELATED  TO  INCREASED 
INTRAABDOMINAL  PRESSURE 

Currently  practiced  laparoscopy  relies  on 
insufflating  the  peritoneal  cavity  with  C02  to 
separate  the  anterior  abdominal  wall  from  the 
viscera  and  to  create  sufficient  space  for  clear 
visibility  and  unhindered  operative  maneuvers. 
Flow  of  the  insufflating  agent  is  automatically 
regulated  to  maintain  a pre-set  intraabdominal 
pressure.  An  intraabdominal  pressure  of  ten  to 
15  mm  Hg  has  been  found  to  be  optimal.  The 
physiological  effects  of  elevated  intraabdominal 
pressure  are  mainly  hemodynamic,  pulmonary, 
and  renal.  Changes  have  been  shown  to  occur 
in  systemic  circulation,  renal  perfusion,  and 
venous  return  from  the  lower  extremities.  Effects 
of  increased  intraabdominal  pressure  on 
intracranial  pressure  have  also  been  examined. 

Intraabdominal  pressures  greater  than  20  mm 
Hg  lead  to  a decreased  cardiac  output  by 
affecting  preload  and  afterload.  This  was  shown 
in  the  early  1970s  by  Kelman  et  al.,  who 
reported  measurements  of  hemodynamic  pa- 
rameters in  healthy  gynecologic  patients 
undergoing  laparoscopic  procedures.19  The 
importance  of  this  study  is  that  the  effects  of 
intraabdominal  pressures  as  high  as  35  mm  Hg 
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were  observed  in  humans.  In  the  mid  1970s, 
Ivankovich  et  al.  reported  the  results  of  an 
animal  study  undertaken  to  assess  hemody- 
namic changes  during  pneumoperitoneum  with 
C02  and  pneumoperitoneum  with  nitrous 
oxide.20  Progressively  higher  intraabdominal 
pressures  were  associated  with  diminishing 
values  for  inferior  vena  caval  flow,  stroke 
volume,  and  cardiac  output.  Intrapleural  and 
right  atrial  pressures  were  measured  with  two 
separate  probes.  Directly  measured  right  atrial 
pressure  changed  in  an  opposite  direction  to  the 
change  seen  in  inferior  vena  caval  flow  and 
stroke  volume.  However,  transmural  right  atrial 
pressure  (i.e.,  the  pressure  within  the  right 
atrium  minus  the  surrounding  pleural  pressure) 
changed  in  parallel  with  inferior  vena  caval  flow. 
The  authors  clearly  demonstrated  that  elevated 
intraabdominal  pressure  affects  intrathoracic 
pressure,  which,  in  turn,  influences  right  atrial 
pressure.  The  implication  was  that  directly 
measured  right  atrial  pressure  is  not  an  optimal 
indicator  of  venous  return  to  the  heart  during 
pneumoperitoneum.  When  hemodynamic  con- 
sequences of  C02  pneumoperitoneum  were 
compared  with  those  of  nitrous  oxide,  no 
significant  differences  were  noted  at  equal 
intraabdominal  pressures. 

Hemodynamic  changes  during  laparoscopic 
cholecystectomy  in  human  subjects  at  standard 
insufflation  pressures  were  observed  in  two 
studies.  Westerbrand  et  al.  measured  cardiac 
output  using  impedance  cardiography  21; 
quantitative  transesophageal  echocardiography 
was  used  to  calculate  stroke  volume  and  cardiac 
index  in  the  study  by  McLaughlin  et  al.  22 
Insufflation  of  the  abdominal  cavity  was 
associated  with  a decrease  of  approximately  30 


percent  in  cardiac  output  and  an  increase  of  1 5 
percent  in  mean  arterial  pressure  (Table  3).  The 
observed  changes  returned  to  baseline  levels 
upon  desufflation  of  the  peritoneal  cavity. 
Therefore,  standard  insufflation  pressures  are 
associated  with  some  reduction  in  cardiac 
output.  Conclusions  regarding  the  physiologic 
mechanisms  behind  the  measured  decrease  in 
cardiac  output  are  not  easily  reached  from  these 
investigations.  A decrease  in  preload  and  an 
increase  in  afterload  secondary  to  elevated 
intraabdominal  pressure  have  been  invoked  as 
possible  contributing  factors.  More  sophisti- 
cated investigations  are  needed  for  precise 
identification  of  the  mechanisms  involved.  Most 
patients  who  undergo  laparoscopic  cholecys- 
tectomy will  tolerate  some  reduction  in  cardiac 
output;  however,  patients  with  cardiopulmonary 
compromise  may  suffer  adversely  from  such 
reductions.  Every  effort  should  be  made  to 
identify  such  patients  preoperatively  and  hydrate 
them  adequately;  intraoperative  monitoring  of 
cardiac  indices  should  be  strongly  considered 
for  early  detection  of  hemodynamic  decompen- 
sation.23 

Renal  function  during  laparoscopic  procedures 
was  the  subject  of  studies  by  Iwase  et  al.24  and 
Chang  et  al.25  These  investigators  reported  a 
reversible  decrease  in  urine  output  during 
pneumoperitoneum.  In  addition,  Iwase  et  al. 
were  able  to  demonstrate  a concomitant 
decrease  in  effective  renal  plasma  flow  and 
glomerular  filtration  rate  during  pneumoperito- 
neum.24 These  findings  are  likely  to  be  relevant 
for  prolonged  laparoscopic  procedures  under- 
taken in  patients  with  marginal  renal  reserve 
who  are  receiving  potentially  nephrotoxic  drugs. 


Table  3.  Hemodynamic  Changes  During  Laparoscopic  Cholecystectomy 


Numberof 

Patients 

Average  Age 
(years) 

Insufflation 

Pressure 

Cardiac  Index 
(average  % change) 

Mean  Arterial  Pressure 
(average  % change) 

Westerbrand  etal. 
(1992)21 

16 

48 

15  mm  Hg 

-30% 

+ 15% 

McLaughlin  etal. 
(1995)22 

18 

46 

15  mm  hg 

-29.5% 

+ 15% 
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Venous  flow  from  the  lower  extremities  is 
depressed  during  laparoscopy  at  standard 
insufflation  pressures.26,27  Doppler  ultrasonog- 
raphy of  femoral  veins  during  laparoscopic 
cholecystectomy  has  shown  decreased  flow 
velocity  and  increasing  vessel  diameter, 
suggesting  stasis  of  venous  blood.26,27  The 
placement  of  graded  compression  leg  ban- 
dages,27 intermittent  pneumatic  compression 
boots,  and  intermittent  electric  calf  stimulator^6 
did  not  prevent  femoral  vein  stasis  during 
pneumoperitoneum.  Theoretically,  the  risk  of 
deep  vein  thrombosis  is  increased  by  venous 
stasis.  The  incidence  of  deep  vein  thrombosis  in 
patients  undergoing  laparoscopic  procedures  is 
unknown.  However,  large  population  studies 
comparing  operative  morbidity  and  mortality  for 
laparoscopic  and  open  cholecystectomy  failed 
to  demonstrate  any  difference  in  the  incidence 
of  clinically  overt  pulmonary  embolism  between 
the  two  procedures.28,29  The  clinical  significance 
of  lower-extremity  venous  stasis  during  pneumo- 
peritoneum awaits  further  clarification.  At 
present,  there  are  no  universal  recommenda- 
tions on  prophylaxis  for  deep  vein  thrombosis  in 
patients  undergoing  laparoscopic  procedures. 

Diagnostic  laparoscopy  has  been  suggested  as 
a possible  tool  in  the  evaluation  of  the  abdomen 
in  the  acutely  injured  patient.  Because  of  the 
high  incidence  of  head  injuries  in  such  patients, 
concerns  have  been  raised  about  possible 
deleterious  effects  of  pneumoperitoneum  on 
intracranial  pressure.  Josephs  et  al.  published 
the  results  of  an  elegant  study  that  set  out  to 
observe  the  effects  of  increased  intraabdominal 
pressure  on  intracranial  pressure  dynamics, 
using  a live  porcine  model.30  Their  results 
demonstrated  a significant  increase  in  intracra- 
nial pressure  upon  establishment  of  pneumo- 
peritoneum. Similar  findings  were  suggested 
from  our  institution  when  a case  of  intraopera- 
tive intracranial  pressure  measurement  during 
laparoscopic  cholecystectomy  was  reported.31 
The  exact  mechanisms  by  which  increased 
intraabdominal  pressure  affects  intracranial 
pressure  remain  speculative.  Caution  will  have 
to  be  exercised  when  contemplating  laparoscopy 
in  potentially  head-injured  patients. 


LAPAROSCOPY  AND  THE  STRESS  RESPONSE 

The  stress  response  of  acute  trauma,  whether 
surgical  or  accidental,  is  a constellation  of 
predictable  hormonal,  metabolic,  and  inflam- 
matory changes.32  One  of  the  key  advantages 
of  laparoscopic  surgery  over  traditional 
laparotomy  is  that  trauma  of  access  is 
considerably  diminished.  However,  tissue 
trauma  of  the  actual  surgical  operation  (e.g., 
removal  of  the  gallbladder  or  bowel  resection 
and  anastomosis)  is  essentially  unchanged. 
Jakeways  et  al.  compared  stress  response 
parameters  in  the  traditional  open  cholecystec- 
tomy and  laparoscopic  cholecystectomy  in  a 
nonrandomized  prospective  study.33  Cortisol 
was  equally  elevated  and  albumin  equally 
depressed  in  the  two  groups.  These  are  major 
parameters  of  the  stress  response.  The  similarity 
of  cortisol  and  albumin  responses  in  the  two 
groups  suggests  that  laparoscopic  cholecystec- 
tomy elicits  as  significant  a stress  response  as 
open  cholecystectomy. 


LAPAROSCOPY  AND  IMMUNE  FUNCTION 

It  has  been  suggested  that  major  abdominal 
operations  suppress  the  immune  system  34  and 
that  a better  preserved  immune  system  favorably 
affects  survival  after  cancer  resection.35  A 
laparoscopic  approach  to  colon  resection  for 
malignancy  has  been  suggested  but  remains 
controversial.  The  impact  of  laparoscopy  on 
immunity  has  been  investigated  by  Bessler  et 
al.36  These  investigators  compared  the  delayed- 
type  hypersensitivity  response  after  standard 
open  and  laparoscopic  colon  resection  in  an 
animal  model.  They  concluded  that  the  T -cell- 
mediated  immune  function  in  their  model,  as 
measured  by  delayed-type  hypersensitivity,  is 
better  preserved  after  laparoscopic  colon 
resection  than  after  open  colon  resection. 
These  findings  are  of  interest  in  the  current 
controversy  over  the  appropriateness  of 
laparoscopic  colon  resection  for  cancer. 
However,  concerns  about  adequacy  of  resection 
and  therefore  impact  on  survival  dominate  the 
debate.  Until  data  on  survival  show  conclusively 
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that  laparoscopic  colon  resection  is  no  less  a 
cancer  operation  when  compared  with  the 
standard  open  colon  resection,  observations  on 
immunologic  advantages  of  laparoscopy  are 
likely  to  remain  marginal. 


CONCLUSION 

Laparoscopic  surgery  has  become  an  important 
component  of  general  surgical  practice.  Its 
scope  is  likely  to  expand  as  new  applications  for 
minimally  invasive  surgery  are  developed. 

Current  knowledge  on  the  pathophysiology  of 
C02  pneumoperitoneum  is  sketchy.  However, 
there  is  adequate  information  to  suggest  that 
patients  with  significant  cardiopulmonary  com- 
promise may  be  adversely  affected  by  a 
reduction  in  cardiac  output  and/or  an  elevated 
PaC02  which  occur  during  C02  pneumoperito- 
neum. Further  studies  are  needed  to  elucidate 
the  details  of  the  cardiopulmonary  effects  of 
C02  pneumoperitoneum  and  the  role  of 
alternative  insufflation  gases. 
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cal liability  litigation. 
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ment, and  assistance 
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208th  Annual  Meeting 
Medical  Society  of  Delaware 

1789-1997 
November  21-22, 1997 


HOUSE  OF  DELEGATES 

Friday,  November  21, 1997 

The  Delaware  Academy  of  Medicine  Building 

Wilmington,  Delaware 


8:30  a.m. 

Delegates'  Breakfast  Meeting 

Courtesy  of  the  New  Castle  County  Medical  Society 

10:00  a.m. 

Reference  Committees  meet 

12:00  noon 

Luncheon 

1:30  p.m. 

House  of  Delegates  convenes 

IN  TRIBUTE  — 

At  the  House  of  Delegates'  luncheon,  the  Medical  Society  of  Delaware  will  pay  tribute  to 
the  following  members  who  graduated  from  medical  school  fifty  years  ago: 


Joseph  M.  Barsky,  Jr.,  M.D. 
John  H.  Benge,  M.D. 
Christopher  H.  Demos,  M.D. 
James  J.  Giliberto,  D.O. 
Calvin  B.  Hearne,  M.D. 


Louisa  C.  Mankin,  M.D. 
Charles  L.  Minor,  M.D. 
Walter  W.  Moore,  M.D. 

W.  Philip  Portz,  Jr.,  M.D. 
Robert  W.  Saunderson,  M.D. 


208th  ANNUAL  MEETING  - 

Saturday,  November  22, 1997 
Hotel  du  Pont,  Wilmington,  Delaware 


MEDICAL  SOCIETY  OF  DELAWARE  ALLIANCE  SPOUSES'  PROGRAM 

Greenville  Suite 

9:00  a.m.  Coffee  and  Danish/State  and  County  Alliance  Business  Meetings 
9:30  a.m.  Program  - LEARN  ABOUT  PLASTIC  SURGERY 

The  program  will  include  presentations  by  Mehdi  Balakhani,  M.D., 

Basilio  N.  Bautista,  M.D.,  and  Jonathan  N.  Saunders,  M.D. 


6:15  a.m. 

7:00  a.m. 
7:30  a.m. 

9:00  a.m. 


9:30  a.m. 

10:30  a.m. 
11:00  a.m 

12  noon 
12:45  p.m. 

1:45  p.m. 
6:30  p.m. 


SCIENTIFIC  SESSION 

HEALTH  SCREENING  - Upper  Foyer 
Compliments  of  Laboratory  Corporation  of  America 

MEDICINE  AND  RELIGION  COMMITTEE  BREAKFAST  - Christina  Room 

EXHIBITS  — Foyer  and  Gold  Ballroom 

SCIENTIFIC  SESSION  - DuBarry  Room 
UNUSUAL  MANIFESTATIONS  OF  CHILD  ABUSE 

Cindy  W.  Christian,  M.D.,  Medical  Director,  Child  Abuse  Services,  Children's  Hospital  of 
Philadelphia,  and  Assistant  Professor  of  Pediatrics,  University  of  Pennsylvania  School  of 
Medicine 

MOLECULAR  BIOLOGY  AND  CANCER  CARE 

Edison  Tak-Bun  Liu,  M.D.,  Director,  Division  of  Clinical  Sciences,  National  Cancer  Insti- 
tute, Bethesda,  Maryland 

INTERMISSION  - EXHIBITS 

ACUPUNCTURE,  ACUPRESSURE,  AND  INTRAMUSCULAR  STIMULATION 

Charles  M.  Terry,  M.D.,  Chief  Resident,  Department  of  Physical  Medicine  and  Rehabilita- 
tion, Hospital  of  the  University  of  Pennsylvania,  Philadelphia 

LUNCH  - Gold  Ballroom 

IS  MANAGED  CARE  GOOD  FOR  YOUR  HEALTH? 

Victor  F.  Greco,  M.D.,  Immediate  Past  President,  Pennsylvania  Medical  Society 

ADJOURNMENT  OF  SCIENTIFIC  PROGRAM 
DINNER  DANCE  - Gold  Ballroom 


OBJECTIVE 

The  objective  of  the  annual  scientific  session  is  to  update  Delaware  physicians  in  a broad  range  of  specialties  on 
significant  advances  in  selected  areas  of  medicine.  Specific  objectives  of  this  year's  program  are  to  improve  physi- 
cians' diagnostic  abilities  for  victims  of  child  abuse  by  alerting  them  to  unusual  manifestations  of  child  abuse,  to 
update  physicians  on  the  role  of  molecular  biology  in  cancer  care  and  the  general  function  of  oncogenes  in  cancer 
progression,  to  review  indications  for  the  use  of  acupuncture,  acupressure,  and  intramuscular  stimulation  and  introduction 
of  techniques  and  possible  mechanisms  of  actions,  and  to  prepare  physicians  to  meet  the  challenges  of  managed  care. 


ACCREDITATION 

This  activity  has  been  planned  and  implemented  in  accordance  with  the  Essentials  and  Standards  of  the  Accredi- 
tation Council  for  Continuing  Medical  Education  (ACCME)  by  the  Medical  Society  of  Delaware.  The  Medical 
Society  of  Delaware  is  accredited  by  the  ACCME  to  provide  CME  activities  for  physicians.  The  Medical  Society  of 
Delaware  designates  this  educational  activity  for  a maximum  of  4 hours  in  Category  1 credit  towards  the  Ameri- 
can Medical  Association's  Physician's  Recognition  Award.  Each  physician  should  claim  only  those  hours  of  credit 
that  he/ she  actually  spent  in  the  educational  activity. 

This  program  has  been  reviewed  and  is  acceptable  for  up  to  4 Prescribed  hours  by  the  American  Academy  of 
Family  Physicians. 

DISCLOSURE 

It  is  the  policy  of  the  Medical  Society  of  Delaware  to  comply  with  the  ACCME  Guidelines  for  Commercial  Support 
of  Continuing  Medical  Education.  In  keeping  with  these  standards,  all  faculty  participating  in  continuing  medical 
education  programs  sponsored  by  the  Medical  Society  of  Delaware  are  expected  to  disclose  to  the  program  audi- 
ence any  real  or  apparent  conflict  of  interest  related  to  the  content  of  their  presentations. 


PROGRAM  COMMITTEE 


Ramachandra  U.  Hosmane,  M.D.,  Chair 
Michael  A.  Alexander,  M.D. 

David  D.  Biggs,  M.D. 

Virginia  U.  Collier,  M.D. 

Steven  L.  Edell,  D.O. 

David  S.  Grubbs,  M.D. 

William  J.  Holloway,  M.D. 


Rebecca  Jaffe,  M.D. 

William  D.  Johnson,  M.D. 
John  M.  Levinson,  M.D. 
Venerando  J.  Maximo,  M.D. 
James  H.  Newman,  M.D. 
Richard  M.  Plotzker,  M.D. 
Valerie  West,  M.D. 


REGISTRATION  FORM 

Saturday,  November  22, 1997  — Hotel  du  Pont 

Please  indicate  number  planning  to  attend: 

Prayer  Breakfast  — $12  per  person  Lunch/ Lee  ture  — $16  per  person  Spouses' Program  — No  charge 

Scientific  Session  — No  charge  for  members;  $50  for  nonmembers 

Dinner  Dance  — $60  per  person  (includes  open  bar  during  cocktail  hour) 

□ Check  here  for  vegetarian  dinner  option.  How  many: 

Please  return  this  form  with  your  check  to:  Medical  Society  of  Delaware,  1925  Lovering  Avenue,  Wilmington,  DE 19806.  For  table 
reservations/ seating  preferences  for  the  Dinner  Dance,  call  the  Medical  Society  of  Delaware  at  658-7596  or  1-800-348-6800. 

Name 

Telephone  number 

Please  prim  clearly. 

For  information  on  overnight  accommodations  at  the  Hotel  du  Pont,  call  302-594-3125. 


TECHNICAL  EXHIBITS 


Abbott  Laboratories 
Aircast,  Inc. 

American  HomePatient 
AmeriHealth  HMO,  Inc. 

Astra  Merck  Inc. 

Bayada  Nurses 
Bayer  Pharmaceuticals 
Bayhealth  Medical  Center 
BT  Alex.  Brown  Incorporated 
Cardiac  Diagnostic  Center 
Christiana  Bank  & Trust  Company 
Christiana  Imaging  Center 
Community  Imaging  Center 
Delaware  Academy  of  Medicine,  Inc., 

Lewis  B.  Flinn  Library 
Delaware  Chiropractic  Association 
Delaware  Curative  Workshop,  Inc. 

Delaware  Hospice,  Inc. 

Diagnostic  Imaging  Associates,  P.A. 

DuPont  Pharma 
DuPont  Radiopharmaceuticals 
Financial  House 
Glaxo-Wellcome  Inc. 

Heart-Care  Corporation  of  America 
The  Johns  Hopkins  Medicine  Comprehensive 
Transplant  Center 
Knoll  Pharmaceutical  Company 
K-S  Marlin,  Inc. 


Coffee  and  Danish  compliments  of: 

■iiiRililifS 

Rehabilitation  Consultants,  Inc. 

"Physical,  Occupational  and  Speech  Iherapy  since  1970" 


LabCorp 

Lipoplasty  and  Body  Contouring  - Mehdi  Balakhani,  D.D.S.,  M.D. 
McBride  Shopa  & Company,  P.A.,  CPAs 
MBNA  Marketing  Systems,  Inc. 

Medlab  Clinical  Testing,  Inc. 

Mellon  Bank 

Merck  & Co.,  Inc.  Urology  Specialty  Team 
Mid-Atlantic  Health  Plan 
MSDIS/Health  Select 
MSDIS/PLI-Zutz 
Novartis 

Olsten  Health  Services 

Papastavros’  Associates  Medical  Imaging,  L.L.C. 

Pfizer 

PHICO 

PNC  Bank,  Delaware 

Principal  Health  Care  of  Delaware,  Inc. 

Rehabilitation  Consultants,  Inc. 

Riverside  Hospital  Wound  Care  Center 
Roche  Laboratories 
Searle  Pharmaceuticals 
Simm  Associates,  Inc. 

SmithKline  Beecham  Clinical  Labs 

State  of  Delaware,  Disability  Determinations  Service 

Visiting  Nurse  Association  of  Delaware 

West  Virginia  Medical  Institute 

Wilmington  Audiology  Services 

Women’s  Imaging  Center  of  Delaware 


LEGAL  COMMENTARY 


A 20-year  Experience  With  Malpractice 
Screening  Panels 


William  W.  Kridelbaugh,  M.D.,  F.A.C.S.  — Donald  J.  Palmisano,  M.D.,  J.D.,  F.A.C.S. 

Reprinted  with  permission  from  the  May,  1997 
Bulletin  of  the  American  College  of  Surgeons 


Medical  malpractice  screening  panels  date  from 
the  decade  of  the  1 960s,  when  increasing  num- 
bers of  malpractice  actions  began  filling  court 
dockets.  The  concept  of  a screening  system  came 
from  physician  organizations  that  were  convinced 
that  many  cases  had  no  legal  merit.  Trying  these 
cases  wasted  time  for  both  medical  and  legal 
professions  and  indirectly  increased  the  cost  of 
medical  care.  Rather  than  going  directly  to  court, 
with  the  attendant  expenditure  of  time  and  money, 
physicians  believed  a screening  system  could 
evaluate  the  complaint  and  discourage  a 
non-meritorious  case  from  going  to  trial. 


Dr.  Kridelbaugh  is  a former  Regent  and  a current  member  of  the 
American  College  of  Surgeons'  Board  of  Regents'  Committee  on 
Professional  Liability. 

Dr.  Palmisano  is  President  of  Intrepid  Resources®  /The  Medical 
Risk  Manager  Company,  Metairie,  LA,  and  a current  member  of 
the  American  College  of  Surgeons'  Board  of  Regents' 
Committee  on  Professional  Liability. 


By  1 996,  25  of  the  50  states  were  using  screen- 
ing panels  in  some  form.  No  panel  design  has 
been  proposed  that  would  prevent  either  the 
plaintiff  or  the  defendant  from  subsequently  go- 
ing to  court.  But  there  are  significant  differences 
in  the  composition  of  these  panels.  Some  are 
composed  entirely  of  physicians,  others  are  a 
mixture  of  physicians  and  lawyers.  In  some  states 
panel  findings  are  admissible  to  court  when  there 
is  a subsequent  trial.  In  other  states  the  panel 
findings  cannot  go  forward  to  a court.  There  is  no 
consistent  panel  size  from  one  state  to  another. 

This  article  will  examine  the  operation  of  two 
successful  screening  panels,  Louisiana  and  New 
Mexico,  at  a time  when  the  value  of  panels 
generally  may  be  suspect. 
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NEW  MEXICO 

The  New  Mexico  panel  began  as  a voluntary 
panel  in  1962.  Under  the  rules  of  that  panel  only 
a plaintiff  could  initiate  a panel  hearing.  Each 
panel  is  composed  of  three  physicians  and  three 
lawyers,  and  all  are  moderated  by  a lawyer 
acting  as  judge  and  facilitator  for  the  delibera- 
tions. The  plaintiff  presents  his  or  her  case  first, 
then  the  defendant.  The  opposing  litigant  is  not 
in  the  room  when  the  other's  case  is  presented. 
No  cross-examination  is  permitted.  Written  ques- 
tions can  be  submitted  to  either  plaintiff  or 
defendant  by  opposing  attorney  after  hearing 
testimony.  Panel  members  may  ask  questions  of 
either  the  plaintiff  or  the  defendant.  After  hearing 
each  side,  the  panel  members  discuss  the  case 
and  then  vote  on  two  questions:  (1)  Is  there 
substantial  evidence  the  acts  complained  of  did 
occur  and  that  they  constitute  malpractice?  (If 
this  vote  is  affirmative  a second  vote  is  taken.)  (2) 
Is  there  a reasonable  probability  the  patient  was 
injured  thereby? 

From  1962  to  1976  there  was  a gradual  in- 
crease in  the  total  number  of  malpractice  cases 
in  New  Mexico.  During  these  years  the  percent- 
age of  plaintiffs  requesting  a panel  hearing  also 
increased.  In  the  mid-1970s  both  New  Mexico 
and  Louisiana  were  experiencing  a crisis  in  mal- 
practice insurance  coverage,  and  each  state 
enacted  malpractice  statutes  that  contained  pro- 
vision for  an  obligatory  screening  panel  hearing 
prior  to  filing  a suit  in  any  district  court.  The 
statute  making  the  panel  obligatory  was  enacted 
in  1 976  in  New  Mexico.  In  Louisiana  the  statute 
was  enacted  in  1 975.  There  had  been  no  volun- 
tary panel  in  Louisiana  prior  to  1975.  The  New 
Mexico  panel  composition  has  remained  the 
same.  The  result  of  a panel  hearing  in  New 
Mexico  has  never  been  transmissible  to  district 
court. 

New  Mexico  panel  members  are  drawn  from 
volunteers.  There  are  240  physicians  who  have 
volunteered  to  be  panelists,  and  these  physicians 


are  divided  into  four  groups.  There  are  240 
lawyers  who  have  volunteered  to  serve  on  pan- 
els, and  they  are  divided  into  four  groups.  The 
entire  system  is  run  by  the  New  Mexico  Medical 
Review  Commission,  an  arm  of  the  New  Mexico 
Medical  Society.  It  is  funded  by  an  annual  appro- 
priation from  the  New  Mexico  legislature.  When 
a lawyer  decides  to  submit  a case  for  panel 
hearing,  he  or  she  files  a case  summary  and  the 
plaintiff's  signed  permission  for  release  of  infor- 
mation with  the  New  Mexico  Medical  Review 
Commission.  By  statute,  the  panel  hearing  must 
be  conducted  within  60  days.  A postcard  identi- 
fying the  medical  discipline  involved  as  well  as 
the  general  subject  of  the  accusation  and  the 
date  of  the  hearing  is  sent  to  all  panel  members. 
The  physicians  and  lawyers  return  the  cards 
indicating  their  availability  to  serve  as  a panelist. 

A physician-volunteer  appointed  by  the  presi- 
dent of  the  New  Mexico  Medical  Society  acts  as 
panel  supervisor  and  selects  three  physician 
panelists  and  three  alternates  for  each  panel. 
The  New  Mexico  Bar  Association  uses  a similar 
method  of  selecting  the  lawyer  panelists.  At  the 
conclusion  of  a panel  hearing  each  party  is 
notified  in  writing  ofthe  panel  vote.  If  the  plaintiff 
prevails  at  the  panel,  the  New  Mexico  Medical 
Society  agrees  to  assist  the  plaintiff  in  finding  an 
expert  witness  if  requested  by  plaintiff. 


LOUISIANA 

Louisiana's  panel  is  simpler.  It  is  composed  of 
three  physicians.  Each  party  selects  one  physi- 
cian and  these  two  select  a third.  Physicians  must 
serve  if  selected.  An  attorney  serves  as  a 
non-voting  chairman  of  the  panel.  He  or  she  is 
chosen  either  by  agreement  of  the  parties  or  by 
a selection  process  detailed  by  statute.  Evidence 
is  presented  to  the  panel  by  the  parties,  and  the 
panel  determines  whether  the  conduct  com- 
plained of  failed  to  meet  the  appropriate  stan- 
dard of  care.  Findings  of  the  Louisiana  panel  can 
go  forward  as  evidence  in  any  subsequent  trial. 
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GOALS 

Although  the  panels  are  significantly  different  in 
composition,  the  primary  goal  of  each  is  to 
resolve  the  conflict  short  of  the  courtroom.  If 
accomplished  this  will  decrease  the  overall  costs. 
It  may  also  pressure  both  parties  to  resolve  the 
dispute,  which  would  accord  a truly  injured 
patient  savings  in  time  and  expense,  and  relieve 
an  innocent  defendant  of  the  stress  of  antici- 
pated litigation. 

A panel's  success  in  attaining  resolution  can  be 
evaluated  by  answering  the  following  questions: 

• If  the  plaintiff  loses  at  the  panel,  will  he  or  she 
choose  not  to  proceed  to  trial? 

• If  the  losing  plaintiff  does  go  to  court,  does  the 
trial  verdict  support  the  panel  decision  in  the 
majority  of  cases? 

• If  the  defendant  loses  at  the  panel,  does  a 
negotiated  settlement  occur  prior  to  trial? 

• If  the  defendant  loses  at  the  panel  and  con- 
tinues to  court,  does  the  trial  verdict  support 
the  panel  decision  in  the  majority  of  cases? 

• Overtime,  do  both  legal  and  medical  profes- 
sions continue  to  support  the  use  of  the 
screening  panel? 

Since  1976,  New  Mexico  has  had  experience 
with  panel  hearings,  as  shown  in  the  box  below. 


NEW  MEXICO  EXPERIENCE 


Total  cases  heard  at  the  panel 2,141 

Defense  verdict  atthe  panel 1,717 

Cases  dropped  after  hearing  830 

Cases  settled  after  hearing 390 

Cases  going  on  to  trial 497 

Verdict  for  defendent 477 

Verdict  for  plaintiff 20 

Plaintiff  verdict  atthe  panel 424 

Settled  after  panel  hearing 344 

Cases  going  on  to  trial .- 80 

Verdictfor  defendant 70 

Verdict  for  plaintiff 10 


There  are  some  points  of  interest  when  evaluat- 
ing the  effective  functioning  of  the  panel  against 
the  above  criteria: 

• In  New  Mexico,  48  percent  of  the  losing 
plaintiffs  dropped  the  case.  In  Louisiana,  40 
percent  of  the  losing  plaintiffs  dropped  the 
case. 

• In  New  Mexico  cases,  when  the  losing  plaintiff 
then  went  to  court,  the  defendant  physician 
won  95  percent  of  the  cases. 

• When  the  defendant  physician  in  New  Mexico 
lost  at  the  panel,  a negotiated  settlement  was 
reached  with  the  plaintiff  in  81  percent  of 
cases. 

• In  New  Mexico,  for  a variety  of  reasons,  80 
cases  in  which  the  defendant  lost  at  the  panel 
were  taken  by  the  defendant  to  trial.  When 
this  occurred  the  defendant  physician  won  in 
88  percent  of  the  cases.  This  experience 
contradicts  the  stated  expectation  that  if  a 
physician  loses  at  the  panel  he  or  she  will  lose 
in  court  as  well.  This  may  support  the  frequent 
assertion  that  professionals  judge  their  col- 
leagues more  severely  than  does  the  public  at 
large. 

Of  the  2,141  cases  heard  at  the  New  Mexico 
panel,  1,552  cases  (72%)  were  resolved  without 
going  to  court.  The  Louisiana  Patient's  Compen- 
sation Fund  reported  that  the  period  of  1 987  to 
1 996  records  535  decisions  for  the  plaintiff  and 
6,586  decisions  for  the  defendant.  An  additional 
3,324  cases  were  either  settled  voluntarily,  were 
dismissed,  or  were  abandoned. 

• With  20  years  of  experience  in  both  New 
Mexico  and  Louisiana,  as  might  be  expected, 
there  are  some  lawyers  (plaintiff  and  de- 
fense) who  decry  screening  panels  as  ob- 
stacles that  add  unnecessary  costs.  How- 
ever, both  states  continue  to  support  the 
panels. 
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The  constitutionality  of  the  Louisiana  panel  was 
challenged  in  Everett  v.  Goldman  (359  So  2d 
1256  [La.  1978]),  and  the  Louisiana  Supreme 
Court  ruled  it  constitutional.  The  court  stated, 
"The  valid  state  purpose  served  by  the  two 
provisions  of  the  medical  malpractice  act  before 
us  is  lowering  the  cost  of  health  care  generally 
and  the  assuring  of  available  medical  care  for 
the  citizens  of  the  state.  We  cannot  say  the  two 
challenged  provisions  of  the  act  adopted  by  the 
legislature  represent  an  unreasonable  response 
to  the  medical  malpractice  problem.  Nor  are  the 
provisions  especially  far  reaching." 

In  New  Mexico  the  average  cost  for  a panel 
hearing  has  been  $ 1 ,500.  In  Louisiana  the  total 
fees  paid  for  a single  panel  cannot  exceed 
$2,750  ($2,000  per  attorney  chairman,  $250 
per  physician).  These  costs  do  not  reflect  the  fees 
charged  by  plaintiff  and  defense  lawyers  in  pre- 
paring the  case  for  a panel  review.  We  believe 
the  costs  represent  a reasonably  economical 
review  of  cases  and  an  overall,  savings  to  the 
health  care  system. 


Thus,  as  demonstrated  in  New  Mexico  and  Loui- 
siana, the  primary  goal  of  the  panel  was  achieved: 
Many  cases  without  merit  were  not  pursued  to 
court.  There  are  other  benefits  of  a successful 
panel  as  well.  Because  the  plaintiff  must  present 
his  or  her  case  to  a panel  before  filing  in  court, 
there  tends  to  be  less  adverse  publicity  for  phy- 
sicians involved  in  malpractice  accusations.  The 
public  press  rarely  is  aware  of  medical  review 
panel  cases. 

Finally,  the  creation  of  a panel  system,  its  con- 
tinued operation,  and  the  evaluation  of  its  effec- 
tiveness promotes  a continuing  dialogue  be- 
tween physicians  and  lawyers  that  is  beneficial  to 
interprofessional  relations. 


This  article  on  professional  liability  was  generated 
through  the  efforts  of  the  Committee  on  Professional 
Liability  of  the  ACS  Board  of  Regents.  Members  of  the 
committee  believe  that  this  and  other  articles 
published  in  the  Bulletin  should  stimulate  thought  and 
possible  action  on  a wider  spectrum  of  issues  related  to 
professional  liability. 


PETER  B.  BANDERA,  M.D. 
WILLIAM  C.  MURPHY,  D.O.,  LPT 


BOARD  CERTIFIED 

PHYSICAL  MEDICINE  & REHABILITATION 
EMG  / ELECTRODIAGNOSTICS 


Omega  Drive  D-74 
Newark,  DE 

(Directly  across  from 
Christiana  Hospital) 


TELEPHONE: 

(302)  777-7723 

FAX: 

(302)  777-3454 


Trolley  Square  B-11 
Wilmington,  DE 

(Near  St.  Francis  Hospital) 
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FINANCIAL  & INVESTMENT  CONSULTING 

Building  and 
conserving  wealth, 
reducing  taxation, 
and  producing 
dependable  income 
streams  since  1980. 

Call  for  a FREE  12 
minute  cassette  tape 
that  explains  our 
work. 

Frederick  J.  Dawson,  ChFC,  CLU 
Financial  Advisor 


E.A.  Delle  Donne  Corporate  Center 
1011  Centre  Road,  Suite  308,  Wilmington,  DE  19805 

(302)  999*9330 


SECURITIES  OFFERED  THROUGH 

INVESTMENT,  MANAGEMENT  & RESEARCH,  INC.  MEMBER  NASD/SIPC. 


Papastavros’  Associates  Medical  Imaging, LLC 
Committed...  To  you  and  your  patients’ 


D 

Uy  maintaining  a leadership  role  in  the  deliv- 
ery of  high-quality  healthcare,  Papastavros’ 
Associates  Medical  Imaging,  LLC 
provides  a full  spectrum  of  quality,  state-of- 
the-art  diagnostic  imaging  services  in  a caring 
and  comfortable  environment. 


Imaging  services  provided  include: 


• X-Ray 

® M R I scanning 
/Open  Scanning 
® Ultrasound, 
including  Cardiac 

• Spiral  C.T.  Scan 

• Mammography/ 
Core  Biopsy 


® Dual  Energy  Bone 
Densitometery 

Nuclear  Medicine 

• Spect  Thallium/ 
Cardiolite 

• Scintmammography 


r a 


/ 


.-7 


_ *4/7 

V_yur  Women’s  Centers  are  designed  to  address 

the  health  care  needs  of  all  women: 

• Mammography  services  provided  by  a staff  of 
highly  trained  technicians  and  dedicated 
professionals. 

• OB  and  breast  sonography,  echocardiography, 
cardiac  stress  and  doppler  scans. 

• Stereotactic  breast  biopsy,  the  latest 
technological  advance  in  breast  cancer  detection. 

® Dual  Energy  Bone  Densitometry  to  detect  and 
monitor  osteoporosis  comfortably,  quickly, 
safely  and  precisely 


Papastavros’ 

Associates 

MEDJCAL 


We’re  there  where  you  need  us! 


W are  pleased  to  welcome  new 
facilities  in  Milford,  Lewes  and 
Glasgow.  Full  service  imaging  includ- 
ing a technically  advanced  “Open” 

MRI  for  claustrophobic,  pediatric,  and 
handicapped  patients  is  now  available 
at  our  office  in  the  Glasgow 
Medical  Center. 

• Wilmington 

1 701  Augustine  Cut-Off 
Suite,  100,  Bldg.  IV 
Wilmington,  DE  19803 
(302)  652-3016 

® Glasgow 

2600  Summit  Bridge  Road, 

Suite  122 

Glasgow,  DE  19702 
(302)  832-5590 

® Newark 

40  Polly  Drummond  Hill  Road, 
Suite  100,  Bldg.4, 

Newark,  DE  19711 
(302)  737-5990 

® Healthcare  Center  at  Christiana, 
200  Hygeia  Drive, 

Newark,  DE  19702 
(302)  421-2121 


Other  Convenient  Locations: 

1508  Pennsylvania  Avenue  (302)  655-4042 
2700  Silverside  Road  (302)  478-1100 
1805  Foulk  Road  Suite  1 (302)  475-8036 
420  Christiana  Medical  Center  (302)  368-3959 
1320  Philadelphia  Pike  (302)  792-2529 


1941  Limestone  Road  (302)  633-9873 

702  Delaware  Street,  New  Castle  (302)  328-1502 

Omega  Professional  Center  (302)  738-5500 

5317  Limestone  Road  (302)  239-9415 

550  Stanton-Christiana  Road  (302)  633-9910 


314  E.  Main  St.,  Newark,  (302)  455-0775 
1 1 1 Railroad  A ve.  Elkton,  MD  (410)  392-6155 
556  S.  DuPont  Hwy,  Milford,  (302)  424-4163 
1539  Savannah  Rd.,  Lewes  (302)  655-2590 


COMPUTERS  AND  MEDICINE 


Computer  Systems  for  Hospitals  and 
Integrated  Health  Systems 


G.  Stephen  DeCherney,  M.D. 


There  are  many  obstacles  to  overcome  to  make 
the  transition  from  the  traditional  paper  chart  to 
an  electronic  medical  record.  View  the  medical 
record  from  the  perspective  of  the  patient.  The 
patient  has  interacted  with  many  different  provid- 
ers throughout  his/her  life.  Each  interaction  has 
been  documented  in  a paper  record.  Each  paper 
record  contains  the  idiosyncratic  language  and 
syntax  of  the  provider  working  that  day.  For 
example,  a nurse  recording  a visit  by  a patient 
with  uncomplicated,  controlled  hypertension 
might  show:  "BP  normal  1 30/80",  "hypertension 
controlled",  "BP  ok",  "130/80",  "diastolic  WNL 
[within  normal  limits]",  "HCTZ  [hydro- 
chlorothiazide]* working",  etc.  To  maintain  the 
health  of  an  individual,  a physician  must  be  able 
to  view  the  medical  record  in  at  least  three  ways: 

* Or  any  of  the  other  of  the  hundreds  of  antihypertensive  medications 

Dr.  DeCherney  is  the  Chief  Endocrinology  & Metabolism 
Director  at  the  Diabetes  & Metabolic  Diseases  Center  and  Chief 
Clinical  Pharmacology  Director  at  the  Clinical  Pharmacology 
Research  Center. 


for  the  current  episode  of  care;  over  the  longitu- 
dinal record  and  for  prevention  of  future  illnesses 
(i.e.,  screening  tests  such  as  mammography  and 
sigmoidoscopy).1  On  the  surface  this  might 
seem  like  the  easiest  of  tasks  to  accomplish, 
simply  "digitize"  the  medical  record.  In  practice 
this  has  proven  to  be  almost  impossible.  Conse- 
quently, converting  paper  records  to  an  elec- 
tronic medical  record  is  neither  simple  nor 
straightforward. 

Nevertheless,  an  integrated  healthcare  system 
(IHS)  will  have  to  capture  these  patient-encounter 
data.  Each  time  the  patient  encounters  the  IHS, 
a physician  should  have  access  to  the  patient's 
record.  Depending  on  the  point  of  encounter 
there  may  be  more  or  less  information  available. 
For  example,  a primary  care  physician  or  spe- 
cialist on  a referred  visit  might  have  the  entire 
electronic  medical  record  available  at  the  time  of 
the  visit.  The  electronic  medical  record  would 
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include:  all  current  laboratory  data;  either  the 
whole  hospital  record  or  at  least  relevant  por- 
tions such  as  discharge  summaries  and  opera- 
tive reports;  notes  from  other  providers;  and  any 
other  information  pertinent  to  the  office  visit. 
Obviously,  the  record  would  show  problem  lists, 
allergies,  and  medication  lists.  The  record  should 
show  tests  ordered  from  which  the  results  have 
not  returned.  It  should  also  show  the  pattern  of 
health  care  utilization  (i.e.,  missed  appointments 
or  excessive  emergency  visits).  Even  within  man- 
aged care  plans,  patients  may  pick  from  among 
different  labs  and  physicians.  If  they  pick  one  lab 
one  time  and  a different  one  the  next,  how  does 
the  data  get  to  a patient  electronic  database? 
How  does  an  IHS  or  managed  care  organization 
capture  a patient's  complete  record  and  make  it 
available  over  time  and  space? 

Computer  systems  requisite  to  the  delivery  of 
health  care  in  a managed  care  environment  will 
demand  two  major  (and  robust)  qualities  and  a 
variety  of  minor  ones.  These  community  health 
information  networks  (CHINs),  also  called  health 
information  systems  (HIS)  must  be  able  to  deliver 
information  both  at  the  patient/ provider  level 
and  at  the  aggregate  health-plan  level.  The 
minor,  but  important,  subsidiary  issues  include 
user-interface  concerns,  access/ confidentiality 
concerns,  portability  (how  easy  is  it  to  view  the 
data  from  different  places),  data  integrity  (are 
the  data  really  current  or  actually  the  correct 
patient)  and  data  definition  problems  (normal 
values  for  thyroid  hormone  vary  from  laboratory 
to  laboratory),  active/archiving  ratios  (how  many 
days  before  sending  the  data  to  a remote  sys- 
tem), database  structure,  data  ownership  ques- 
tions (patient,  provider,  institution,  insurer,  gov- 
ernment), etc. 

The  seemingly  ready  solution  of  developing  na- 
tional patient  databases  is  probably  not  feasible 
for  societal  reasons.  National  patient  databases 
would  require  everyone's  medical  data  to  be 
stored  in  a nationally-controlled  database.  No 
one  supports  the  easy  accessibility  of  patient 
data  either  in  concept,  or  for  reasons  of  cost: 


The  potential  for  abuse  is  too  great  and  the  cost 
of  maintaining  such  a database  too  large. 

As  is  true  today  with  the  paper  record, 
patient-members  of  an  IHS  will  agree  to  allow  all 
providers  in  the  system  access  to  the  member's 
medical  record.  When  a patient  signs  on  with 
TrueBlue  Health  Plan,  he  will  release  his  extant 
records  to  all  providers  in  the  network  attached 
to  the  Plan.  This  is  a small  jump  from  the  current 
system.  Today's  cumbersome  system  involves  a 
case-by-case  release  of  paper  which  inhibits 
(rather  than  protects)  appropriate  flow  of  patient 
data.  Specifically,  if  a patient  is  admitted  to  the 
hospital,  all  of  the  information  from  each  doctor 
is  locked  in  a cabinet  in  his/her  office.  Conse- 
quently, important  clinical  data  is  missing  during 
an  acute  care  episode.  This,  in  turn,  results  in 
duplication  of  testing  and  extended  hospital 
stays.  It  is  also  very  frustrating  and  time-consuming 
for  the  admitting  physician  to  track  down  all  the 
available  clinical  data. 

In  that  all  network  providers  and  institutions  will 
be  listed  when  an  individual  signs  onto  an  IHS, 
the  member  will  accept  that  the  IHS  is  the  pro- 
vider of  care  and  not  the  individual  provider.  This 
is  already  both  tacitly  and  explicitly  done  today. 
Most  patients  understand  that  the  person  cover- 
ing at  night  or  on  the  weekend  may  not  be  the 
doctor  that  he/she  sees  in  the  office.  In  fact, 
contrary  to  what  might  be  considered  in  the 
abstract,  from  a practicing  viewpoint  when  a 
patient  calls  at  night  he/she  expects  that  the 
covering  physician  has  access  to  his/her  chart. 
Often  patients  are  frustrated  or  overtly  angry  that 
a physician  responding  to  the  call  has  no  infor- 
mation about  his/her  individual  case.  The  gen- 
eral public,  however,  does  not  want  each  and 
every  record  available  for  all  providers  at  all 
times.  This  goes  too  far  the  other  way.  Conse- 
quently, the  compromise  which  seems  to  work  is 
that  the  IHS  providers  have  access  to  the  records. 

At  other  non-IHS  locales,  perhaps  only  a portion 
of  the  record  would  be  available.  For  example, 
if  a patient  falls  ill  when  traveling,  the  record 
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might  only  show  problem  lists,  allergies,  and 
medication  lists.  This  would  allow  a treating 
physician  to  get  a rough  medical  background. 
Additionally,  the  presence  of  problem  lists,  aller- 
gies, and  medication  lists  would  allow  the  physi- 
cian to  avoid  some  of  the  hazards  of  acute  care 
conflicts.  This  would  be  especially  helpful  in  a 
patient  who  is  comatose  or  cannot  otherwise 
give  a good  history.  In  this  world  of  international 
travel,  it  would  afford  some  measure  of  security. 

There  is  already  an  analogy  of  a similar  system 
that  works  extremely  well:  bank  cards.  As  a bank 
customer  applying  for  a money  access  card,  you 
agree  to  establish  either  a checking  or  savings 
accountwith  a bank.  Almostall  banks  have  more 
than  one  branch.  Although  financial  information 
is  more  sensitive  for  most  people  than  health 
status,  you  agree  to  allow  all  need-to-know 
employees  of  the  bank  review  your  accounts,  at 
their  discretion,  in  any  branch,  without  your 
explicit  permission  (i.e.,  no  release  form  is  signed). 
In  exchange  for  this  level  of  scrutiny,  you  receive 
the  benefit  of  walking  into  any  branch  office  and 
getting  transaction-specific  information  about 
your  account.  You  also  expect  that  you  will  be 
able  to  get  a more  limited  set  of  data  (cash 
advance,  deposit,  and  account  balance)  from  all 
over  the  world  with  a plastic  card  and  a PIN.  The 
other  banks,  outside  of  the  network,  agree  to 
accept  some  risk,  that  they  will  give  you  cash,  in 
exchange  for  a minimum  data  sent  from  your 
personal  bank. 

In  summary  from  the  patient/ provider  require- 
ment, an  IHS  must  be  able  to  provide  an  elec- 
tronic medical  record  which  offers  a physician  at 
each  care  episode  sufficient  patient-specific  data 
to  treat  the  member. 

The  other  requisite  piece  of  the  IHS  health  infor- 
mation system  is  aggregate  data  analysis  capa- 
bility. Episodic  health  care  is  very  expensive 
health  care.  It  is  far  cheaper  to  treat  hypertension 
for  40  years  than  provide  either  dialysis  or  kidney 
transplantation.  The  ability  of  an  IHS  to  treat  the 
hypertension  of  its  members  depends  on  its 
ability  to  1)  recognize  hypertension,  2)  treat  it 


adequately,  and  3)  measure  the  ongoing  suc- 
cess of  such  therapeutic  regimens.  The  sine  qua 
non  of  quality  improvement  is  variation  reduc- 
tion. It  is  impossible  to  improve  the  average  level 
of  care  if  the  intrinsic  variation  is  too  great.  To 
improve  the  health  of  the  community,  and  thereby, 
capture  an  increasing  market  share  of  managed 
care  dollars,  the  IHS  must  be  able  to  measure, 
analyze  and  compare  in  aggregate  the  health  of 
its  members.  So,  for  example,  it  might  be  useful 
to  ask  what  is  the  mean  blood  pressure  (plus 
appropriate  measures  of  variation  such  as  stan- 
dard deviation)  of  the  managed  care  group. 
These  systems  of  data  collection  must  insure  that 
the  data  are  accurate  and  timely,  and  stored  in 
the  correct  format.  The  data  must  be  collected  in 
such  a manner  that  they  are  susceptible  to 
measures  of  statistical  process  control  such  as 
Shewhart  charts.  In  turn,  the  IHS  must  be  able  to 
deliver  these  data  and  graphs  back  to  both  the 
managed  care  companies  and  individual  pro- 
viders. Additionally,  aggregate  data  analysis 
should  lead  to  the  development  (or  adoption)  of 
disease-specific  and  episode-specific  practice 
guidelines.  The  IHS  computer  system  should 
automatically  alert  a physician  when  the  com- 
puter trips  over  a particular  configuration  of 
data.  Due  to  the  problems  of  data  definition 
noted  above,  these  must  be  guidelines  only  and 
not  rigid.  The  Lovelace  Health  System2,  provides 
both  patient-specific  and  aggregate  performance 
data  to  its  providers  on  a quarterly  basis.  The 
American  Diabetes  Association  recommends  that 
all  patients  with  adult  onset  diabetes  ("Type  II") 
have  a glycated  hemoglobin  assay  twice  yearly. 
The  glycated  hemoglobin  reflects  a three  month 
average  of  a patient's  blood  glucoses  and, 
therefore,  is  a surrogate  for  overall  blood  glu- 
cose control.  Hence,  the  glycated  hemoglobin  is 
one  measure  of  how  well  the  individual  patient  is 
managed.  The  computer  reports  to  each  practi- 
tioner how  many  of  his/her  patients  have  com- 
plied with  these  recommendations;  compares 
that  practitioner's  patient  management  to  other 
practitioners  in  the  Lovelace  system;  shows  the 
mean  and  standard  deviation  of  that  practitioner's 
patients;  and  profiles  some  other  patient  data. 
The  computer  also  reports  to  a physician  the 
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names  and  phone  numbers  of  those  patients 
who  have  not  had  a glycated  hemoglobin  within 
the  guidelines,  so  that  the  practitioner  may  call 
the  patient.  In  this  way,  the  Lovelace  Health  Plan 
can  compete  for  member  enrollment  based  on 
the  actual  care  it  delivers.  In  a mature  market  of 
managed  competition  these  "report  cards"  are 
critical  to  success. 

In  summary,  a computer  system  for  an  integrated 
health  system  must  be  designed  to  provide  both 
patient-specific  data  and  aggregate  measures  of 
the  health  of  the  community  it  serves. 
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K§ntmere 

A Not-for-profit 

Community  Nursing  Care  Center 

Love.  Compassion.  Companionship. 

Creative  activity.  A warm  comfortable 
homelike  atmosphere  for  hundreds  of 
men  and  women  since  1901.  Skilled  and 
Intermediate  Care.  Special  Care  for 
Alzheimer's  patients. 

We're  Medicaid  and  Medicare 
approved.  When  you  need  a nursing 
care  center  for  one  of  your  patients, 
consider  Kentmere.  For  information 
call  Yvonne  Dinneen  at  302/652-3311. 

Operated  by  The  Home  of  Merciful  Rest  Society,  Inc. 

A Caring  Environment 
Since  1901 

1900  Lovering  Avenue  Wilmington,  Delaware 


The  Mid-Atlantic... 

A World  of  Discovery 
at  Your  Doorstep! 


Experience  the  culture  and  diversity  of  the  nation’s  capital  while  enjoying  the  history  and 
beauty  of  Virginia’s  countryside  as  well  as  a medley  of  activities  on  Maryland’s  mountains 
and  shores. 

Internal  Medicine 

The  Mid-Atlantic  Permanente  Medical  Group,  P.C.  is  a physician  owned  and  managed  medical 
group  serving  the  Washington,  DC  and  Baltimore  metropolitan  areas.  We  are  seeking  top  quali- 
ty internists  to  provide  excellent  service  in  our  modem,  state-of-the-art  offices  and  local  commu- 
nity hospitals.  We  have  the  following  positions  available:  Office-based  practices  - Responsible 
for  the  care  of  an  established  panel  of  patients.  Limited  call  and  rounding  responsibilities. 
Office-float  positions  - Assigned  to  two  or  more  centers.  No  call  and  rounding  responsibilities. 

You  will  work  with  a high-performing,  higlily  motivated  group  of  physicians  and  support  staff  and 
will  have  easy  access  to  multiple  specialists  within  the  group,  flexible  schedules,  and  predictable  time 
off.  We  offer  an  excellent  salary  and  benefits  package  which  includes  vacation  and  sick  time, 
health/life  benefits,  occurrence  malpractice  coverage,  retirement,  relocation  allowance,  sharehold- 
er opportunity  and  much  more! 

To  learn  more,  send  or  fax  your  CV  and  cover  letter 
to:  Dorothy  Houlihan,  Physician  Recruitment, 

MAPMG,  2101  E.  Jefferson  St.,  Box  6649,  Rockville, 

MD  20849.  Phone:  1-800-227-6472.  Fax:  301-816- 
7472.  EOE 
www. kaiseronline.org 


KAISER  PERMANENTE 

Mid-Atlantic  Permanente  Medical  Group,  P.C. 
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There’s  one  thing  better  than 
being  your  own  boss. 

Being  your  own  landlord. 


Finance  Your  Commercial  Property 
With  An  SBA  Loan  from  Valley  National. 

When  you  run  your  own  business,  you 
practically  live  there.  So  you  may  as  well  own 
the  space.  But  there's  one  little  problem.  The 
size  of  the  down-payment.  Which  is  why  you 
need  a Small  Business  Administration  (SBA) 

Loan  from  Valley  National.  It’s  a great  way  to 
build  a nest  egg  for  the  future.  We  can  provide 
up  to  100%  financing.  And  you  can  take  up  to 
25  years  to  pay  it  back  in  affordable  monthly 
payments.  What  it  all  boils  down  to  is  that  for 
about  what  you  spend  on  rent,  you  can  own 
your  business  space. 

And  because  Valley  National  is  a Preferred 
SBA  lender,  the  approval  process  is  amazingly 
quick.  In  most  cases,  we  can  give  initial  credit 
approval  in  three  business  days  or  less.  And 
you’ll  be  working  with  a team  of  experts  who 
specialize  in  satisfying  the  needs  of  small 
businesses.  In  addition  to  real  estate,  you  can 
use  an  SBA  Loan  to  finance  working  capital 
and  pay  it  back  in  up  to  7 years.  Or  to  buy 
equipment,  which  you  can  pay  back  in  up  to 
10  years.  So  call  us  about  an  SBA  Loan.  It’s 
quick.  It’s  affordable.  It’s  smart.  And  you’ll 
actually  like  your  landlord. 

1-800-SBA-6772 


Member  Federal  Reserve  System.  Member  FDIC. 


NORTH  ARLINGTON  NORTH  CALDWELL  NORTH  PLAINFIELD 


Valley  National  Bank 


THE  BANK  THAT  WORKS 


An  Equal  Opportunity  Lender.  Preferred  SBA  Lender. 


NORTHVALE  NUTLEY  OAKLAND  0RA0ELL  PARAMUS 


© 1997  Valley  National  Bank 


Advanced  CT  Imaging 
at  Three  Locations 

Brandywine  Imaging  Center, 

Omega  Imaging  Center,  Pike  Creek  Imaging  Center 


Diagnostic  Imaging  Associates,  P.  A.  has  three  locations  in 
Northern  Delaware  providing  advanced  Computerized  Tomography  (CT)  imaging; 
Brandywine  Imaging  Center  in  North  Wilmington,  Pike  Creek  Imaging  Center 
in  the  Pike  Creek  area  and  Omega  Imaging  Associates  for  your  patients 
in  the  Newark  area.  DIA’s  high  resolution  scanners  are  capable  of 
dynamic  scanning  and  spatial  resolution  of  .5  millimeters.  Each  facility  has  a 
board  certified  radiologist  on  staff  with  special  fellowship  training  in  body  CT.  For  your 
convenience,  patients  can  be  scheduled  same  day  with  wet  reading  faxed  immediately. 

❖ 

Diagnostic  Imaging  Associates  accepts  virtually  all  HMO,  PPO  and 
Fee  For  Service  health  insurance  plans  including; 

Principal,  US  Healthcare  and  all  Blue  Cross  Blue  Shield  programs 

❖ 

Our  full  range  of  out-patient  imaging  services  include: 

• High-Field  MRI  • New  spiral  CT  scanning  • Ultrasound  including  Color  Doppler 
• Fluoroscopy  • Mammography  • Nuclear  Medicine  and  General  X-ray 

For  information  and  the  office  nearest  you,  please  call  302-425-4DLA. 

“At  DIA  we  strive  to  be  the  best  not  the  biggest” 

Diagnostic  Imaging  Associates,  PA 

■■ Brandywine  Imaging  Center  • 701  Foulk  Road  • Suite  E-1  • Wilmington  • 654-5300 

===s  Omega  Imaging  Associates  • L-6  Omega  Professional  Center  • Newark  • 738-9300 
==  Omega  Magnetic  Resonance  Imaging  Center  • L-6  Omega  Professional  Center  • Newark  • 738-9300 
Omega  Medical  Center  • K-15  Omega  Professional  Center  • Newark  • 368-5100 
Omega  Nuclear  Diagnostic  Center  • K-15  Omega  Professional  Center  • Newark  • 368-8150 
Pike  Creek  Imaging  Center  • 3105  Limestone  Road  • Suite  106  • Wilmington  • 995-2037 
Wilmington  Magnetic  Resonance  Imaging  Center  • 1020  Union  Street  • Wilmington  • 427-9855 


EDITORIAL 


Docs  for  Sale 

E.  Wayne  Martz,  M.D. 


In  your  interview  for  medical  school  you  almost 
certainly  were  asked  two  questions.  One  was 
"Why  do  you  want  to  be  a doctor?"  and  the  other 
"What  will  you  do  if  you  don't  get  in  ?"  Regardless 
of  any  other  questions  or  discussions  your  an- 
swers to  these  two  were  critical.  In  addition, 
applicants  are  expected  to  volunteer,  without 
prompting,  some  evidence  of  compassion.  There 
is  no  mention  or  discussion  of  money  or  income 
unless  originated  by  the  applicant,  and  if  he  or 
she  does  so,  it  is  at  great  peril  and  must  be  done 
very  carefully.  The  psychiatric  axiom  pertains 
"There  is  no  negative  in  the  subconscious,"  mean- 
ing that  a volunteered  disclaimer  of  any  interest 
in  money  is  recognized  as  an  indicator  that 
indeed  money  is  on  your  mind,  which  can  get  you 
a swift  rejection. 

The  question  is  often  asked  by  the  lay  public 
"How  many  doctors  go  into  medicine  to  make 
money?"  My  answer  would  be  "Virtually  none". 
Maybe  some  do  for  security,  or  often  for  inde- 
pendence, but  almost  never  is  money  a major 
consideration.  When  it  comes  to  selecting  a 
specialty,  the  same  holds  true.  The  decision  is 
based  on  what  the  student  finds  interesting. 
Some  of  the  most  lucrative  specialties  have 
difficulty  attracting  applicants,  while  the  three 
lowest  paying  of  all  - Family  Practice,  Pediatrics 
and  General  Internal  Medicine  - get  the  bulk  of 
the  applicants.  There  is  no  denying  that  some 
doctors  do  become  very  money  oriented,  but 
that  develops  later  and  for  a variety  of  reasons. 


If  it  is  not  money,  what  then  are  mature  doctors 
looking  for  in  their  daily  lives  and  practices? 
Probably  first  and  most  important  of  all  is  just  to 
be  left  alone  to  care  for  their  patients.  They  enjoy 
their  work  and  ask  only  to  be  allowed  to  do  it. 
They  need  facilities,  equipment  and  services  to 
enable  them  to  do  a good  job,  and  adequate 
numbers  of  patients  so  there  are  some  with 
interesting  and  challenging  problems.  Beyond 
that,  they  want  and  expect  pretty  much  the  same 
things  their  college  classmates  want:  a comfort- 
able and  reasonably  safe  place  to  live,  a com- 
munity that  offers  some  social,  cultural  and 
recreational  opportunities,  a good  education  for 
their  children,  a chance  to  interact  with  their 
peers,  and  some  degree  of  respect  or  even 
admiration  from  those  around  them. 

Why  bri ng  all  this  up  at  a time  like  1997  when  the 
whole  structure  of  medical  practice  is  changing? 

I bring  it  up  because  there  are  forces  at  work  that 
could  change  these  factors  and  concepts  com- 
pletely in  the  next  few  years.  Or  will  they???  We 
each  need  some  introspection  about  exactly 
what  our  core  values  are.  What  things  are  impor- 
tant and  what  can  we  get  along  without?  I see 
hospitals  and  insurers  actively  buying  up  doc- 
tors' practices.  The  doctors  seem  to  sell  willingly 
- even  eagerly  - to  get  away  from  the  paper  work 
and  hassle  of  trying  to  run  a business,  so  they  can 
concentrate  on  practicing  medicine.  It  works, 
and  for  some  this  is  an  ideal  solution,  even 
though  they  are  giving  up  some  independence 
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and  possibly  even  security.  The  real  dangers  lie 
in  the  conflicts  of  interest,  a three  way  conflict. 
The  interests  of  the  hospital  are  at  odds  with  the 
insurers,  and  they  both  differ  from  the  doctors. 
The  interest  and  responsibility  of  the  doctor  is  in 
caring  for  and  looking  out  for  the  interests  ofhis/ 
her  patients.  The  hospital  shares  somewhat  in 
this  but  with  other  considerations,  and  I'm  not 
sure  the  insurers  do  at  all.  The  basic  doctor 
motivation  for  security  and  independence  or 
autonomy  is  still  there  though  compromised, 
and  one  or  even  both  could  be  lost.  It  depends 
on  how  the  contract  is  drawn  and  the  track 


record  of  the  contracting  agency.  Some  are 
much  easier  to  work  for  than  others.  Some,  in 
spite  of  the  best  of  intentions  can  be  bought  out 
and  disappear  in  the  food  chain  of  organized 
medical  practice. 

We  as  physicians  need  to  work  together,  get 
good  legal  advice,  and  be  very  careful  lest  we 
become  doctors  for  sale,  something  we  never 
envisioned  when  we  planned  a medical  career. 
This  in  turn  is  bound  to  have  an  effect  on  the  types 
of  persons  going  into  medicine,  their  personali- 
ties and  motivations. 


MAXIMIZE  YOUR  PROFITS 

Financial 
Healthcare 
Services 

Services  designed  to  give  you  the 
most  Efficient  Accounts  Receivable 
Management  Service  offering 

BILLING 

FOLLOW-UP 

COLLECTION 

All  Aimed  At  Increasing  Profits! 

Christopher  Simendinger 
Vice  President 

Director  of  Patient  Accounting 
SIMM  Associates,  Inc. 

(302)  369-2121 

SEE  YOU  AT  THE  ANNUAL 
MEETING 


Don’t  let  estate 
taxes  take  your 
family  inheritance. 


Help  provide  your  heirs  with  the  cash  to  pay! 

► The  federal  government  can  take  up  to  half  of  many  estates. 

► When  the  second  person  in  a married  couple  dies,  taxes  are  generally 
due  in  nine  months.  Where  will  your  estate  get  the  money? 

► Transamerica  Occidental’s  TransSurvior™  Life  115 
life  insurance  policy  can  provide 
the  funds  generally  free  of  federal 
income  tax  * when  they’re  needed! 

If  your  estate  is  over  $3  million,  call 

a confidential,  no  obligation  proposal. 

(800)  633-8584 

Lester  Smalls,  Jr. 

Transamerica  Life  Companies 

300  Bellevue  Parkway,  Suite  190 

Wilmington,  DE  19809 

i Transamerica 
. OCCIDENTAL  LIFE 

The  power  of  the  Pyramid  is  working  for  you.®  • Under  current  federal  tax  laws. 
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IN  BRIEF 


TUTOR  TRAINING  - LITERACY  VOLUNTEERS 
OF  AMERICA 

Teach  an  adult  to  read  or  speak  English!  One  in 
five  adults  in  Delaware  does  not  read  at  all  or 
reads  at  a level  inadequate  to  meet  his  or  her 
needs.  The  Literacy  Volunteers  of  America  / 
Wilmington  Library  Affiliate  trains  adult  volunteers 
to  tutor  in  basic  reading  and  conversational 
English.  One-to-one  tutors  are  urgently  needed  to 
meet  an  expanding  waiting  list. 

The  next  training  session  will  begin  on  Saturday, 
October  18,  continuing  on  October  25  and 
November  8.  To  offset  the  cost  of  the  training 
materials,  volunteers  are  asked  to  make  a $25  tax 
deductible  donation. 

Please  call  302-658-5624  for  more  information 
or  to  register. 


NEW  MEMBERS  - KENT  COUNTY 

Thomas  P.  Barnett,  M.D.  - Dover 
Vascular  Surgery 

Brian  J.  Costleigh,  M.D.  - Dover 
Radiation  Oncology 

Henry  U.  Isiocha,  M.D.  - Dover 
Family  Practice 

Joohwong  Henry  Kim,  M.D.  - Dover 
Urology 

Wallace  A.  Longton,  M.D.  - Dover 
Radiation  Oncology 

Gary  S.  Lytle,  M.D.  - Dover 
Pediatrics 

Ashok  Patel,  M.D.  - Dover 
Internal  Medicine 


NEW  MEMBERS  - NEW  CASTLE  COUNTY 

Ray  A.  Blackwell,  M.D.  - Newark 
Thoracic  Surgery,  General  Surgery 

Susan  L.  Coffey,  M.D.  - Bear 
Pediatrics 

Margaret  A.  Conte,  M.D.  - Newark 
Family  Practice 

Nancy  Fan,  M.D.  - Wilmington 
Obstetrics  and  Gynecology 

Gregory  M.  Fox  - Wilmington 
Ophthalmology 

Anthony  B.  Furey,  D.O.  - Wilmington 
Cardiology,  Internal  Medicine 

Carol  J.  Hoffman,  M.D.  - Wilmington 
Ophthalmology 

Lasslo  Hopp,  M.D.  - Wilmington 
Nephrology,  Pediatrics 

Christopher  J.  Keenan,  D.O.  - Wilmington 
Pediatrics 

Rose  M.  Massiah,  M.D.  - Wilmington 
Family  Practice 

John  D.  McAllister,  M.D.  - Newark 
Diagnostic  Radiology 

Helen  M.  McCullough,  D.O.  - Wilmington 
Obstetric  and  Gynecology 

Daniel  S.  Rosenberg,  M.D.  - Trenton,  NJ 
Physical  Medicine  and  Rehabilitation 

Christopher  L.  Saunders,  M.D.  - Newark 
Plastic  Surgery,  General  Surgery 

Barry  Schnall,  M.D.  - Huntington  Valley,  PA 
Physical  Medicine  and  Rehabilitation 
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Alan  R.  Spitzer,  M.D.  - Wilmington 
Pediatrics 

Susan  L.  Summerton,  M.D.  - Newark 
Diagnostic  Radiology 

Katheryn  M.  Warren,  M.D.  - Newark 
Plastic  Surgery,  General  Surgery 

Jeffrey  T.  Zern,  M.D.  - Wilmington 
General  Surgery 


NEW  MEMBERS  - SUSSEX  COUNTY 

Angel  E.  Alicea,  M.D.  - Seaford 
Cardiovascular  Diseases 

Harvey  Y.  Lee,  M.D.  - Georgetown 
Internal  Medicine 

Donald  T.  Laurion,  D.O.  - Seaford 
Cardiovascular  Diseases 


Scott  Olewiler,  M.D. 
Infectious  Disease 


Rehoboth  Beach 


BOOKS  WRITTEN  BY  DELAWARE  PHYSICIANS 

The  Physician  Emeritus  Committee  of  the  Medical 
Society  of  Delaware,  headed  by  Davis  G.  Durham, 
M.D.,  and  the  History  Committee  of  the  Delaware 
Academy  of  Medicine's  Lewis  B.  Flinn  Library, 
chaired  by  John  M.  Levinson,  M.D.,  are  soliciting 
books  written  by  Delaware  physicians.  These 
books  would  become  part  of  a special  collection 
and  would  be  displayed  on  a designated  shelf  in 
the  library.  The  collection  would  also  be 
catalogued  nationally  and  available  to  members 
of  the  Medical  Society  and  The  Delaware  Academy 
of  Medicine. 

If  you  have  written  a book  on  any  subject  and  are 
interested  in  donating  it  to  this  project,  please  call 
Dr.  Levinson  at  302-655-8290. 


OMEGA  PROFESSIONAL  CENTER 
OFFICE  SPACE  TO  LEASE 


Across  from  Christiana  Hospital 
Approximately  500  square  feet 
2 Exam  Rooms 
Reception  Room 
Storage 

Handicap  Access  Bathroom 
New  Carpet 
Turn  Key 

Ready  for  Immediate  Occupancy 
Ideal  Satellite  Office 


CALL  (302)456-0400 
ASK  FOR  BARBARA 


IF  YOU  HAVE  DIABETES, 
TAKE  A CLOSJ 
LOOK  AT 
YOUR 


GETA 
DILATED 
EYE 
EXAM 
AT  LEAST 
ONCE 
A YEAR. 

For  more  information,  write 
2020  Vision  Place 
Bethesda,  MD 
20892-3655 


©National 
Eye 

Institute 

NATIONAfENSTITUTES  OF  HEALTH 
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TAM  Consulting  Associates,  Inc. 

Information  Management  Services 

OUR  MISSION: 


TO  HELP  YOU  WORK  SMARTER 
NOT  HARDER 


DOES  THE  THOUGHT  OF  SELECTING 
NEW  TECHNOLOGY  FOR  YOUR  PRACTICE 
SEND  CHILLS  DOWN  YOUR  SPINE??? 


ARE  YOU  SURE  YOUR  CURRENT 
AUTOMATION  VENDOR  IS 
GIVING  YOU  THE  BEST  DEAL??? 


WE  CAN  HELP  !!! 


Our  services  include: 

• Development  of  a Strategic  Information  Systems  Plan  that  will  help  identify  and  meet 

your  practice’s  future  automation  objectives  and  directions. 

• Assessment  of  the  offices  current  operational  environment. 

• Evaluation  and  selection  of  technology  solutions  and  cost  effective  improvements. 

• Review  and  negotiation  of  hardware  and  software  system  acquisitions  and  support  contracts. 

• Provide  technology  and  data  management  on  an  outsourced  basis. 


Give  us  a call  today  !!! 
(302)425-5560 


TAM  Consulting  Associates,  Inc. 

1701  Augustine  Cut-Off,  Suite  14  • Wilmington,  DE  19803 
Thomas  A.  Mieszala  - President 
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SPECIALIZE 
IN  AIR  FORCE 
MEDICINE. 

ER  Physicians.  Radiolo- 
gists. OB/GYNs  and 
other  specialists! 

Today’s  Air  Force  gives 
you  the  freedom  to  spe- 
cialize without  the  finan- 
cial overhead  of  running 
a private  practice.  Talk 
to  an  Air  Force  medical 
program  manager  about 
the  tremendous  benefits 
of  becoming  an  Air 
Force  medical  officer: 

• No  office  overhead 

• Dedicated,  profession- 
al staff 

• Quality  lifestyle  and 
benefits 

• 30  days  vacation  with 
pay  each  year 

Examine  your  future  in 
the  Air  Force.  Learn  if 
you  qualify.  Call 


USAF  HEALTH  PROFESSIONS 
TOLL  FREE 
1-800-423-USAF 
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INFORMATION  FOR 
ADVERTISERS 

The  Delaware  Medical  Journal  is  a monthly 
publication  of  the  Medical  Society  of  Delaware. 
The  Journal  reaches  approximately  75  percent 
of  the  state's  physicians,  as  well  as  medical 
libraries,  and  hospitals;  its  circulation  is  approxi- 
mately 1 ,630. 

Full-,  half-  and  quarter-page  advertisements  are 
accepted.  Half-  and  quarter-page  ads  may  be 
either  vertical  or  horizontal.  The  Journal  can 
provide  such  services  as  four-color  or  matched 
color  ads;  camera  work  (halftones,  line  shots); 
and  typesetting. 

Closing  for  space  reservations  is  the  first  of  the 
month,  two  months  prior  to  publication.  Closing 
for  materials  is  the  first  of  the  month,  one  month 
prior  to  publication. 

All  advertisements  are  subject  to  approval  by  the 
Publications  Committee  of  the  Medical  Society 
of  Delaware. 

For  a media  kit  or  for  more  information,  call 
Kristine  Riccardino  at  302-658-7596  or  800- 
348-6800  (Kent  or  Sussex  Counties). 
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The  Optimum 
Referral  Option 


The  Arbors  at  New  Castle 
Subacute  and  Rehabilitation 
Center  is  a 120-bed  Center 
specializing  in  providing  the 
area's  finest  subacute, 
rehabilitation  and  basic 
healthcare  services. 

In  today's  cost  conscious 
environment,  healthcare 
providers  are  increasingly 
being  asked  to  produce 
optimal  medical  results  at 


minimal  costs.  That's 
precisely  what  the  Arbors 
at  New  Castle  is  designed, 
staffed  and  equipped  to  do. 

When  combined  with 
our  physician-driven 
interdisciplinary  team 
approach  to  delivering 
care,  our  subacute  care  helps 
high  acuity  patients  recover 
quickly,  at  costs  that  are 
30-60%  less  than  comparable 
care  in  an  acute  care  setting. 


In  addition  to  our  basic 
healthcare  services,  we 
provide  care  through 
specialized  subacute 
programs  in  the  areas  of: 

A Respiratory 

▲ Medical  Rehabilitation 

▲ Digestive  Diseases 

▲ Cardiac  Recovery 

▲ Infusion  Therapy 

▲ Wound  Care 


Buena  Vista  Drive 


For  more  information 
and  a copy  of  our  video 
call  328-2580. 


ARBOR 

ARBORS  AT  NEW  CASTLE 

Subacute  and  Rehabilitation  Center 
32  Buena  Vista  Drive 
New  Castle,  DE  19720 

(302)  328-2580 


Investments  • Trusts  • Banking  Services 


PNC  Private  Bank  is  a service  mark  of  PNC  Bank  Corp.  Banking  and  trust  services  are  provided  as  follows:  Pennsylvania  and  Newjersey,  PNC  Bank,  National 
Association;  in  Massachusetts  and  Connecticut,  PNC  Bank,  New  England;  in  Delaware,  PNC  Bank,  Delaware;  in  Ohio  and  northern  Kentucky,  PNC  Bank,  Ohio, 
National  Association;  in  western  Kentucky,  PNC  Bank,  Kentucky,  Inc.;  in  Indiana,  PNC  Bank,  Indiana,  Inc.;  in  Florida,  PNC  Bank  FSB.  Members  FDIC. 
Brokerage  services  are  offered  through  PNC  Brokerage  Corp,  a registered  broker-dealer  and  member  SIPC.  PNC  Brokerage  Corp  is  a subsidiary  of 

PNC  Bank,  National  Association,  which  is  not  a broker-dealer. 


What  if  your  investment  manager 
could  add  something  unique  to  your  portfolio? 


like  maybe  150  years  of  experience. 


For  more  than  150  years,  PNC  Bank  has  been 
helping  individuals  create  and  build  wealth. 
We  start  by  gaining  a thorough  understanding 
of  you  and  your  asset  management  and  estate 
planning  needs.  We  draw  upon  our  highly- 
regarded  investment  research — the  same  research 
used  by  over  250  other  investment  firms  around 
the  world — to  identify  opportunities  for  you. 


Then  we  apply  our  blended  investment  style 
and  disciplined  risk  management  process  to 
help  you  meet  your  investment  goals.  Finally,  our 
professionals  work  closely  with  your  legal,  insurance 
and  tax  advisors  to  develop  and  implement  an 
estate  plan  that  fully  meets  your  personal 
objectives.  Find  out  the  difference  our  experience 
can  make.  Call  John  Amalfitano  at  (302)  429-2025. 


PNC  PRIVATE  BANK. 

SM 

Visit,  us  on  the  World  Wide  Web.  Our  address  is  http://iuww.pncbank.com 
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University  of  Maryland 
Health  Sciences  Library  - 
Serials 

111  South  Greene  Street 
Baltimore,  MD  21201 


Community  Imaging  Center 
At  Limestone  Meets 
All  Your  Medical  Imaging  Needs. 


Limestone  Medical  Center 

1941  Limestone  Road,  Suite  214 

Wilmington,  DE  19808 

Telephone:  (302)  892-6200 

Fax:  (302)  892-6206 

Internet:  www.communitymed.com 


David  S.  Grubbs,  M.D.,  FACC,  FACP 
Medical  Director 

Frank  DiGregorio,  CNMT,  RDMS 
Director  of  Diagnostic  Imaging 


Community  Imaging  Center  Offers: 


Therapy 

1- 131  Thyroid  Ablation 
Strontium/Bone  Metastases 

Cardiology 

Cardiovascular  Stress  Test 

2- D  Echocardiogram 
ECG 

Holter  Monitor 
Loop  Monitor 
Signal  Averaged  ECG 

Ultrasound 

Abdominal 

Breast 

Extremity 

Obstetrical 


Pelvic 

Retroperitoneal 

Testicular 

Thyroid 

Transvaginal 

Vascular  Ultrasound 

Arterial  Duplex  Scan 
Carotid  Duplex 
Venous  Duplex  Scan 

Nuclear  Medicine 

Abcess  Localization 
Brain  Scan 
Bone  Scan 
First  Pass 

Gastric  Emptying  Scan 


Gastrointestinal  (GI)  Bleed  Scan 
Gated  Blood  Pool  (MUGA)  Scan 
Hepatobilary  (HIDA)  Scan 
Liver  and  Spleen  Scan 
Lung  Scan 
Meckel’s  Scan 

SPECT  Myocardial  Perfusion  Scan 
(Cardiolite  or  Thallium) 
Parathyroid  Scan 
Renal  Scan 
Testicular  Scan 

Thyroid  Carcinoma  Metastases 
Imaging 
Thyroid  Scan 
Tumor  Localization 


Offering  imaging  with: 


Cardiolite  impesss&qbs? 


Prompt,  courteous  service  • Test  results  available  in  24  hours  or  less  • All  positive  tests  called  and  faxed 


There’s  a Community  Medical  Center  Near  You: 


Glasgow  Medical  Center 


2600  Summit  Bridge  Road 
Newark  (302)  836-8350 
Ambulatory  Surgery 
Medical  Aid  Unit 
Laboratory 
X-Ray 


Silverside  Medical  Center 


2700  Silverside  Road 
Wilmington  (302)  478-1100 

Medical  Aid  Unit 

Laboratory 

X-Ray 


Limestone  Medical  Center 


1941  Limestone  Road 
Wilmington  (302)  992-0500 

Medical  Aid  Unit 

Laboratory 

X-Ray 

Ambulatory  Surgery 
Community  Imaging  Center 
Nuclear  Medicine 
Ultrasound 
Cardiology 
Therapy 


ommunity 
edical  (are,  Inc 


.munity  Jmaging  (enter 


A division  of  Community  Medical  Care , Inc. 


Serving  and  managing  the  outpatient  needs  of  the  community 
with  quality,  affordable  medical  care  since  1978 


Nurses  ~ Prepare  now  for  a Role  in  the  Changing  World 

of  Health  Care  Management! 


Graduate  Programs  in 

Health  Care  Administration 

Master  of  Business  Administration 
Master  of  Science  in  Management 
Master  of  Science  in  Nursing  Leadership 

8-Week  Accelerated  Course  Format 

Professional  & Involved  Faculty 

Two  Convenient  Locations: 

Downtown  Wilmington 
Georgetown 

Call  Today! 

Wilmington:  Call  Clint  Robertson,  Ed.D.  (302)  655-5400 
Georgetown:  Call  Norman  Runge,  Ph.D.  (302)  856-5780 


We  Measure  Our  Success  by  Yours 
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Instructions  to  Authors 

The  Delaware  Medical  Journal  (DMJ)  is  owned  and  published  by  the 
Medical  Society  of  Delaware  as  a medium  of  communication,  education  and 
expression  for  its  members,  and  also  for  others  striving  for  excellence  in 
medical  practice.  Articles  in  the  DMJ  are  intended  to  be  scientific  and 
educational  and  are  not  intended  to  reflect  standards  of  medical  care.  All 
material  published  is  under  copyright.  On  receipt  of  material  submitted  for 
publication,  a suitable  release  form  will  be  sent  for  signature  by  all  authors. 

Scientific  articles  on  medical  matters  are  especially  welcomed,  including  case 
reports,  clinical  experiences,  observations  and  information  on  matters 
relevant  to  medical  practice.  Other  material  may  also  be  accepted  if  the 
editorial  staff  deems  it  of  interest  to  DMJ  readers.  All  submissions  should 
include  a brief  summary. 

It  is  highly  recommended  that  authors  familiarize  themselves  withDM/style 
before  submitting  manuscripts  for  consideration. 

All  material  for  publication  should  be  submitted  on  a 3 1 /2"  computer  diskette 
in  WordPerfect  6.0  or  Word  6.0.  A printout  of  the  manuscript  must 
accompany  the  disk.  Manuscripts  may  also  be  submitted  in  paper  form 
(typed  or  printed  out  on  good-quality  paper  - one  side  only,  double-spaced, 
one-inch  margins),  though  computer  disk  is  preferable.  The  ideal  manuscript 
length  is  two  to  12  pages.  Up  to  12  references  per  manuscript  will  be 
accepted,  each  keyed  with  superscripts  in  the  text  in  the  order  cited.  The 
format  should  follow  that  used  in  the  Index  Medicus.  Authors  are 
responsible  for  the  accuracy  of  the  citations. 

Graphs,  charts  and  black-and-white  glossy  photographs  are  accepted  if 
important  to  the  understanding  of  the  text,  but  should  not  exceed  four  or  five 
pieces.  Each  should  have  a label  affixed  on  its  back  indicating  its  name, 
number,  and  “top.”  A separate  legend  should  be  provided  for  each.  Do  not 
write  on  the  back,  or  scratch  or  mar  them  using  paper  clips.  Do  not  mount 
them  on  cardboard. 

Photos  of  patients  should  generally  be  taken  in  a way  that  obscures  the 
patient’s  identity.  Photos  in  which  a patient’s  face  must  be  clearly  seen, 
however,  must  be  accompanied  by  signed  release  forms. 

All  manuscripts  are  reviewed  by  the  editor  and  all  scientific  articles  are  then 
sent  for  peer  review  by  members  of  the  Editorial  Board  and/or  other 
appropriate  physicians.  The  usual  processing  time  to  publication  is  two  to  four 
months,  though  in  some  circumstances  this  may  be  longer  or  shorter. 
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A PHYSICAL 
CHECK  UP  IS 
IMPORTANT. 

SO  IS  AN 
INSURANCE 
CHECK  UP. 


When  a patient  tells  you,  “I  can’t  take  the  time  for  a check  up,”  your  response 
usually  goes  something  like,  “You  have  to  make  time  for  your  own  health.” 

The  same  holds  true  with  your  insurance  program.  We  know  you’re  busy,  but  “You 
have  to  make  time  for  the  health  of  your  protection.”  We  can  save  you  time  (and 
money)  by  handling  all  your  insurance  needs . . . professional  and  personal. 

Also,  when  you  use  MSDIS/PLI/ZUTZ,  the  Medical  Society  benefits  as  well. 

Call  MSDIS/PLI/ZUTZ  at  658-8000  today, 

An  insurance  check  up  today  could  prevent  a major  financial  crisis  tomorrow. 


Advanced  MRI  Imaging 
at  two  Locations 

Largest  aperture  (60CM),  incredible  detail 

The  General  Electric  HORIZON  1.5T  HiSpeed  imager  is  now  available  at 
Omega  MRI  and  the  GE  HORIZON  LX  1.5T  HiSpeed  imager  at  Wilmington  MRI. 


The  Advantages  include;  larger  bore  opening 
(60cm  as  compared  to  open  MRI  47cm) 
allowing  greater  comfort  for 
claustrophobic  patients, 
highest  possible  image 
quality,  plus  new  exams, 
such  as,  MR  Urography, 

MRCP  and  3D  contrast 
enhanced  MR  angiography. 

angiogram 

Early  stroke  detection 

Brain  perfusion  can  be  evaluated  by  using 
first-pass  Gadolinium 
without  a radioactive 
substance,  thereby,  aid- 
ing in  the  early  detection 
of  brain  tumors  or  lesions. 

This  image  shows  a CVA 
not  detected  on  routine  early  stroke 


GE  Horizon  LX  1.5T  HiSpeed  imager 

Diffusion  weighted  images  can  demonstrate 
an  infarct  6-24  hours  prior  to  a routine  CT  or 
MRI.  Proton  Spectroscopy, 

MRS  (non-invasive  chemi- 
cal biopsy)  shows  elevated 
lactate  levels.  The  greatest 
potential  of  this  technology 
is  accurate  stroke  detect- 
ion, allowing  for  early 
definitive  therapy. 

Diagnostic  Imaging  Associates  full  range 
of  out-patient  imaging  services  include: 

• 1.5  Tesla  MRI  (two  magnets) 

• Spiral  CT  scanning 

• Ultrasound  including  Color  Doppler 

• Fluoroscopy  with  digital  RF 

• Mammography  with  Senographe  DMR 

• Nuclear  Medicine  and  General  X-ray 


MRI  or  CT. 

For  information  and  the  office  nearest  you,  please  call  302-425-4DIA. 

Web  page  http://members.aol.com/diaxray/diahome.html 


Diagnostic  Imaging  Associates,  PA 


Brandywine  Imaging  Center  • 701  Foulk  Road  • Suite  E-1  • Wilmington  • 654-5300 

Omega  Imaging  Associates  • L-6  Omega  Professional  Center  • Newark  • 738-9300 

Omega  Magnetic  Resonance  Imaging  Center  • L-6  Omega  Professional  Center  • Newark  • 738-9300 

Omega  Medical  Center  • K-15  Omega  Professional  Center  • Newark  • 368-5100 

Omega  Nuclear  Diagnostic  Center  • K-15  Omega  Professional  Center  • Newark  • 368-8150 

Pike  Creek  Imaging  Center  • 3105  Limestone  Road  • Suite  106  • Wilmington  • 995-2037 

Wilmington  Magnetic  Resonance  Imaging  Center  • 1020  Union  Street  • Wilmington  • 427-9855 
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FAMILYPRACTITIONER 

NEEDED 

We  are  currently  seeking  two  Family  Practi- 
tioners to  join  two  private  practice  opportu- 
nities affiliated  with  Bay  health  Medical  Cen- 
ter, a 231  bed  facility  in  Central  Delaware 
called  Kent  General  and  Milford  Memorial.a 
1 85  bed  facility  located  in  Milford,  Delaware. 
Candidates  will  be  board  eligible  or  board 
certified.  Attractice guaranteed basesalary 
with  incentive  based  on  production  is  avail- 
ableforthefirsttwoyears.  Firstyear income 
potential  $150K-180K  plus  full  benefits  and 
no  state  income  tax.  Contact: 

John  J.  Baumann,  M.D.,  Vice  President 
J.J.  & H.,  Ltd. 

1775  The  Exchange,  Suite  240 
Atlanta,  GA  30339 
(770)952-3877 
Fax:(770)952-0061 


OMEGA  PROFESSIONAL  CENTER 
OFFICE  SPACE  TO  LEASE 

• Across  from  Christiana  Hospital 

• Approximately  500  square  feet 

• 2 Exam  Rooms 

• Reception  Room 

• Storage 

• Handicap  Access  Bathroom 

• New  Carpet 

• Turn  Key 

• ReadyforlmmediateOccupancy 

• Ideal  Satellite  Office 


CALL  (302)456-0400 
ASK  FOR  BARBARA 


K§ntmere 

A Not-for-profit 

Community  Nursing  Care  Center 

Love.  Compassion.  Companionship. 

Creative  activity.  A warm  comfortable 
homelike  atmosphere  for  hundreds  of 
men  and  women  since  1901.  Skilled  and 
Intermediate  Care.  Special  Care  for 
Alzheimer's  patients. 

We're  Medicaid  and  Medicare 
approved.  When  you  need  a nursing 
care  center  for  one  of  your  patients, 
consider  Kentmere.  For  information 
call  Yvonne  Dinneen  at  302/652-33 1 1 . 

Operated  by  The  Home  of  Merciful  Rest  Society,  Inc. 

A Caring  Environment 
Since  1901 

1900  Lovering  Avenue  Wilmington,  Delaware 


THE  KEY  TO  YOUR  FINANCIAL  SUCCESS... 

'Eastern  Eat/ 
finaneiafSerz/ices,  2nc. 

Full  Service  Physician  and  Hospital  Billing 
State-of-the- Art  Technology 
Staff  of  Qualified  Professionals 
Highest  Level  of  Customer  Satisfaction 
Competitive  Market  Pricing 

Christopher  Simendinger 
(302)369-2121 
(888)  222-EBAY 


540 


Del  Med  Jrl,  November  1997,  Vol  69  No  11 


The  Optimum 
Referral  Option 


The  Arbors  at  New  Castle 
Subacute  and  Rehabilitation 
Center  is  a 120-bed  Center 
specializing  in  providing  the 
area's  finest  subacute, 
rehabilitation  and  basic 
healthcare  services. 

In  today's  cost  conscious 
environment,  healthcare 
roviders  are  increasingly 
eing  asked  to  produce 
optimal  medical  results  at 


minimal  costs.  That's 
precisely  what  the  Arbors 
at  New  Castle  is  designed, 
staffed  and  equipped  to  do. 

When  combined  with 
our  physician-driven 
interdisciplinary  team 
approach  to  delivering 
care,  our  subacute  care  helps 
high  acuity  patients  recover 
quickly,  at  costs  that  are 
30-60%  less  than  comparable 
care  in  an  acute  care  setting. 


In  addition  to  our  basic 
healthcare  services,  we 
provide  care  through 
specialized  subacute 
programs  in  the  areas  of: 

A Respiratory 

A Medical  Rehabilitation 

A Digestive  Diseases 

A Cardiac  Recovery 

A Infusion  Therapy 

A Wound  Care 


For  more  information 
and  a copy  of  our  video 
call  328-2580. 
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ARBOR 

ARBORS  AT  NEW  CASTLE 

Subacute  and  Rehabilitation  Center 
32  Buena  Vista  Drive 
New  Castle,  DE  19720 

(302)  328-2580 


Christiana  Care  Imaging  Services 
has  two  locations  to  serve  you. 

State-of-the-art  mammography, 
x-ray  and  ultrasound  services  are 
available  at  our  new  location 
in  Foulkstone  Plaza  in 
Brandywine  Hundred. 

Most  insurance  companies  accepted. 

Accredited  by  the  American  College 
of  Radiology. 


FOULKSTONE  PLAZA 
1401  FOULK  ROAD 
WILMINGTON,  DE  19803 
302-477-4300 

MEDICAL  ARTS  PAVILION 
475  1 OGLETOWN-STANTON  ROAD 
NEWARK,  DE  19713 
302-731-9800 

Christiana  Imaging  Center  is  now 


For  centralized  scheduling  call:  302-731-9860 


Christiana  CAre 

Imaging  Services 


President's  Report  - 1997 


As  this  is  my  last  communique  to  you,  I feel  an 
overriding  need  to  tell  you  that  it  has  been  a 
tremendous  honor  for  me  to  have  been  granted 
the  opportunity  to  represent  you  in  this  office.  I 
should  tell  you,  also,  that  it  has  been  fun  - even 
when  meetings  or  deadlines  fell  at  inopportune 
times.  Every  physician  knows  how  physically 
demanding  our  work  can  be;  and,  there  have 
most  definitely  been  times  when  fatigue  "set-in." 
In  looking  over  my  appointment  book,  I note 
about  60  dates  with  meetings  involving  Medical 
Society  of  Delaware  business.  These  included 
regularly  scheduled  and  "prn"  meetings  with  So- 
ciety staff,  Board  of  Trustees  meetings,  and  Ex- 
ecutive Committee  meetings.  These  comprised 
the  bulk  of  the  meeting  time;  and  it  is,  of  course, 
at  such  meetings  that  Society  policies  are  dis- 
cussed, formulated,  and  implemented.  They  also 
included  Legislative  Initiative  Committee  and 
Personnel  Committee  meetings,  as  well  as  meet- 


ings of  Society  Past-Presidents  and  Chairs  of  the 
Society's  various  committees. 

The  practice  of  regular  meetings  with  major  in- 
surance carriers  was  continued.  This  initiative 
was,  in  fact,  expanded  - we  increased  the  num- 
ber of  such  meetings.  I probably  don't  need  to 
tell  you  that  these  meetings  can  be  somewhat 
tense;  but,  they  are  not  exclusively  so.  Indeed,  I 
have  often  been  surprised  with  the  degree  of 
apparent  acceptance  of  physicians'  perspectives 
achieved  with  the  representatives  of  and  execu- 
tives of  these  carriers,  which  have  included  Blue 
Cross  - Blue  Shield,  Principal  Health  Care,  and 
Aetna  U.S.  Healthcare.  You  should  be  proud  of 
the  manner  in  which  your  Society's  executive  staff 
and  officers  have  represented  you  over  the  years 
at  such  encounters.  I can  assure  you  that  these 
encounters  are  usually  quite  lively;  they  are,  if 
nothing  else,  a critical  venue  for  "drawing  the 
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battle  lines."  My  view  is  that  these  encounters 
often  offer  opportunities  for  reaching  true  con- 
sensuses on  many  important  issues.  The  inclu- 
sion of  a major  purchaser  (in  this  case,  the 
DuPont  Company)  of  health  insurance  into  such 
encounters  certainly  introduces  an  important 
third  perspective  and  a degree  of  accountability 
which  might  otherwise  be  absent;  I believe  that 
we  should  exercise  our  influence,  to  the  degree 
that  we  can,  to  expand  such  inclusions  — per- 
haps via  Med-Net  negotiations. 

Also  continued  was  the  tradition  of  meetings  with 
the  Editorial  Board  of  The  News  Journal,  Cham- 
ber of  Commerce  representatives,  and  govern- 
ment representatives  including  state  legislators, 
the  Secretary  of  Health  and  Human  Resources, 
the  Governor  of  Delaware,  and  our  Senators  and 
Representatives  in  Washington,  D.C.  The  im- 
portance of  these  meetings  is  self-evident. 

I was  also  allowed  to,  with  intense  pride,  repre- 
sent you  at  the  State  Medical  Society  annual 
meetings  in  New  Jersey  and  Maryland,  as  well 
as  AMA  meetings  in  Atlanta,  Chicago,  and 
Washington,  D.C. 

There  is,  obviously,  a great  deal  of  unavoidable 
travel  time  involved  in  taking  part  in  the  above 
events.  This  is  particularly  true  for  our  "down- 
state"  members,  such  as  me.  Yet,  it  is  impera- 
tive that  we  "down-staters"  remain  actively  en- 
gaged in  Society  business.  Therefore,  the  Soci- 
ety must  give  due  consideration  to  means  by 
which  this  participation  may  be  facilitated.  This 
might  include  conducting  more  meetings  at  lo- 
cations "south-of-the-canal."  Perhaps  telecon- 
ferencing will  prove  to  be  a great  aid  in  this  re- 
gard. In  any  case,  the  possibilities  must  be  ex- 
plored. This  and  other  weighty  issues  will  be 
considered  by  the  Ad-Hoc  committee  recently 
established  to  update  our  Society's  strategic 
plan.  The  names  of  the  members  of  this  com- 
mittee are  readily  available  to  you,  and  I en- 
courage you  to  contact  members  with  your  opin- 
ions regarding  the  Society's  long-term  needs  and 
goals.  The  committee  will  be  chaired  by  your 
incoming  President-Elect,  Martin  G.  Begley, 


M.D.,  who  was  largely  responsible  for  bringing 
the  need  for  this  update  of  our  strategic  plan 
"to-the-table."  I wish  to  publicly  thank  him  for 
this  and  for  the  support  that  he  has  offered  in 
various  ways  throughout  the  year;  this  has  in- 
cluded attending  meetings  with  me  or  on  my 
(your)  behalf  when  circumstances  conspired  to 
make  my  attendance  impossible.  Such  is  also 
very  true  of  our  incoming  President,  Stephen  S. 
Grubbs,  M.D.,  who  assisted  me  greatly  by  con- 
tinuing in  his  tradition  of  active  participation  in 
Society  activities. 

While  I am  giving  thanks  it  would  be  blatantly 
loutish  of  me  to  neglect  to  acknowledge  the 
ongoing  efforts  of  our  Society's  exemplary  staff. 
Every  member  is,  to  my  reckoning,  competent 
and  unwaveringly  committed  to  his  or  her  work. 
Together  they  represent  a resource  of  immea- 
surable value.  Our  Executive  Director,  Mark  A. 
Meister,  Sr.,  has  been  of  notable  assistance.  I 
know  that  I am  not  the  first  to  say  this,  but,  "I 
don't  know  how  I could  have  done  it  without 
him."  His  capabilities,  energy,  and  dedication 
are,  by  now,  storied.  He  somehow  managed  to 
keep  me  on-task  (at  least  most  of  the  time).  For 
this  and  many  other  things  I wish  to  thank  him. 

I should  also  thank  E.  Wayne  Martz,  M.D.  and 
the  staff  responsible  for  producing  the  Medical 
Society  Journal.  They  have  demonstrated  saintly 
patience  towards  me  with  regards  to  publishing 
deadlines. 

Finally,  may  I thank  all  of  the  Chairs  of  Society 
committees,  committee  members,  and  Society 
Officers  and  Trustees.  They  all  have  donated 
their  time  and  energies  to  our  benefits,  because 
they  recognize  the  importance  of  focusing  one's 
efforts,  to  the  degree  possible,  to  influence  fu- 
ture events.  They  are  optimists.  They  all  realize 
that  there  are  gains  that  can  be  recognized  or 
appreciated  at  later  dates  if  one  is  willing  to 
make  the  investments  required.  These  objec- 
tives may  be  somewhat  obscure  at  times;  the 
optimist  doesn't  allow  vagueness  to  become  an 
obstacle  to  "making  an  attempt."  I,  for  one,  in- 
tend to  continue  to  actively  participate  energeti- 
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cally  at  appropriate  levels  and  through  appro- 
priate channels  to  forward  the  causes  of  my  pro- 
fession and  my  patients.  To  my  way  of  thinking 
this,  unavoidably,  means  participating  in  the  ef- 
forts of  the  Medical  Society  of  Delaware.  There 
are,  to  be  certain,  individual  slants  to  any  view 
of  any  situation.  However,  any  physician  who 
believes  that  he  or  she  can  "stand-alone"  is  liv- 
ing in  a nostalgic  dream-world.  Please  under- 
stand that  I do  not  intend  herein  to  pass  judg- 
ment upon  our  present  state-of-affairs,  as  com- 
pared to  "the  way  it  used  to  be";  I am  merely 
stating  the  obvious  — that  "things  are  not  the 
way  they  used  to  be."  Participation  in  Medical 
Society  activities  is  in  no  longer  the  pleasantry 
that  it  once  was,  when  the  main  objectives  were 
promotion  of  collegiality  and  fostering  of  pro- 
fessionalism. The  fact  is  that  we  need  our  Soci- 
ety to  be  an  energetic,  vibrant,  focused,  influen- 
tial entity  if  we  are  to  have  any  hope  of  deter- 
mining our  destinies.  None  of  us  can  do  this  on 
our  own.  If  you  think  that  you  can,  I am  here  to 
tell  you  that  you  are  sadly  mistaken.  Further- 
more, I am  here  to  tell  you  that  you  are  sadly 
misguided  if  you  think  that  physicians  need  not 
be  concerned  about  untoward  influences  from 
all  corners.  I have  lived  my  life  on  the  principles 
involved  in  "bridge-building"  and  consensus  for- 
mation. Yet,  there  are  times  in  such  processes 
when  the  compromises  requested  are  unreason- 
able. In  the  context  of  health  care  policy  this 
translates  to  saying  that  there  will  be  times  when 
physicians  will  be  asked  to  approve  or  validate 
actions  which  will,  unnecessarily,  negatively  im- 
pact upon  patient  care.  I do  not  believe  that 
any  of  us  are  so  naive  as  not  to  recognize  this.  I 
further  believe  that  a decision  to  ignore  (for  po- 
litical, financial,  or  other  reasons)  this  obvious 
potential  for  conflict  of  interest  is,  in  essence,  a 
dereliction  of  duty.  This  can  be  avoided  through 
independent  physician  provider  organizations. 
If  this  is  sounding  like  a broken  record,  then  I 


say,  "thank  goodness  someone  has  been  listen- 
ing!" I usually  take  pride  in  using  words  spar- 
ingly and  in  not  stating  the  obvious  and  in  not 
repeating  myself.  However,  the  principle  in- 
volved here  is  far  too  important  to  be  concerned 
about  such  personal  objectives.  I don't  care  if 
you  think  I am  the  "biggest  windbag  ever  to  strut 
his  stuff."  If  the  message  has  reached  you,  it  is 
worth  the  personal  loss  of  pride.  I believe  that 
the  opportunity  afforded  to  you  and  me  through 
initiatives  such  as  Med-Net  is  the  greatest  that 
physicians  have  had  in  at  least  a generation  to 
chart  the  direction  of  health  care  policy  in  our 
communities  and  nation.  If  we  do  not  avail  our- 
selves of  the  opportunity,  we  will  have  none  other 
than  ourselves  to  blame.  The  development  of 
two  large  provider  organizations  to-date  is  en- 
couraging; however,  the  fact  that  physician  com- 
munities haven't  been  "beating  the  door  down" 
to  avail  themselves  of  this  opportunity  reminds 
me  of  a quote  by  George  Robinson  Ragsdale 
— "Lord  give  me  patience  ...and  hurry!" 

I will  close  by  reiterating  that  it  has  been  an  ex- 
treme honor  and  pleasure  to  serve  you  in  this 
capacity.  One  of  the  greatest  pleasures  has  been 
the  opportunity  to  address  issues  which  I believe 
we  should  be  discussing.  I am  not  sure,  looking 
back,  that  I always  stated  my  opinions  quite  as 
well  as  they  could  have  been  stated.  On  the 
other  hand,  sometimes  the  message  is  not  so 
important  as  the  opening  of  dialog.  I will  be 
continuing  such  dialog,  with  those  who  wish  to 
converse,  both  face-to-face  and  via  the  Internet. 


Respectfully  submitted, 


Paul  E.  Howard,  M.D. 
President 
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Of  An  Operation 
That'll  Make 
You  Yeel  Better 


As  an  Air  Force  Reserve  physician, 
you'll  experience  all  the  rewards  of 
providing  care.  And  then  some. 

Because  as  part  of  our  nation's  vital 
defense  team,  you'll  help  protect 
the  strength  and  pride  of  America. 

In  the  Air  Force  Reserve,  you'll  feel 
the  excitement  a change  of  pace 
brings  as  you  gain  the  prestige  of 
military  rank  and  the  privilege  of 
working  with  some  of  the  world's 
best  medical  professionals.  And, 
you  can  update  your  knowledge 
through  the  Air  Force  Reserve's 
wide  selection  of  continuing  edu- 
cational opportunities. 

With  our  new,  flexible  schedule 
programs,  it's  never  been  easier  to 
give  something  back  to  your 
country. 

The  Air  Force  Reserve.  It's  a great 
way  to  serve. 


Call:  (800)282-1390 


A GREAT  WAY  TO  SERVE 


SCIENTIFIC  ARTICLE 


An  Overview  of  Thyroid  Carcinoma 


Raja  Sabbagh,  M.D.  — Raafat  Z.  Abdel-Misih,  M.D. 


ABSTRACT 

Approximately,  12,000  cases  of  thyroid  carcinoma  are 
diagnosed  each  year.  This  disease  entity  accounts  for  1.5 
percent  of  all  malignancies  and  is  clinically  evident  in  four 
percent  to  seven  percent  of  the  United  States  population.  This 
paper  provides  an  overview  of  thyroid  carcinoma,  including 
types,  incidence,  predisposing  factors,  evaluation,  and 
treatment. 


Approximately  12,000  new  cases  of  thyroid 
carcinoma  are  diagnosed  yearly,  accounting  for 
1 .5  percent  of  all  malignancies  and  0.5  percent 
of  all  deaths  from  carcinoma.1  It  represents  89 
percent  of  all  endocrine  tumors  and  59  percent 
of  all  deaths  due  to  endocrine  malignancy.2 
There  are  multiple  predisposing  factors  for 
thyroid  carcinoma,  with  a history  of  low-dose 
ionizing  radiation  to  the  head  and  neck  being 
the  most  important.  Other  factors  include  a 
history  of  a slow-growing  solitary  nodule, 
multinodular  goiter,  or  iodine  deficiency.1 
Thyroid  nodules  are  clinically  evident  in  four 
percent  to  seven  percent  of  the  U.S.  population 
but  may  be  present  subclinically  in  up  to  30 
percent  to  50  percent.1'3  New  nodules  develop 
in  the  general  population  at  a rate  of  0. 1 percent 
per  year.  Based  on  ultrasound  studies,  nodules 
are  defined  as  solid,  cystic,  or  mixed.1 


Drs.  Sabbagh  and  Abdel-Misih  are  members  of  the  Department 
of  Surgery  at  the  Medical  Center  of  Delaware  in  Wilmington, 
Delaware. 


Multiple  characteristics  are  suggestive  of 
malignancy,  including  a nodule  that  is  painless, 
fixed,  solitary,  or  slow-growing;  a nodule  in  a 
male  or  in  an  individual  younger  than  14  years 
or  older  than  65  years;  a nodule  that  enlarges 
despite  suppressive  therapy,  or  a nodule 
associated  with  cervical  adenopathy,  hoarse- 
ness, or  dysphagia.1-4  Most  important  is  a 
recurrent  nodule  in  an  individual  with  a history  of 
thyroid  carcinoma.14 

Much  has  been  written  about  the  evaluation  of 
thyroid  nodules.  Ultrasound  and  thyroid 
scanning  are  commonly  used.  Neither  of  these 
studies,  however,  has  a sensitivity  and  specificity 
equal  to  those  of  fine-needle  aspiration  biopsy. 
Since  the  early  1 980s,  fine-needle  aspiration 
biopsy  has  become  the  diagnostic  test  of 
choice.4-6  It  is  the  most  cost-effective  and 
accurate  means  of  evaluating  thyroid  nodules, 
with  an  overall  accuracy  of  95  percent.4'5  Since 
the  advent  of  fine-needle  aspiration  biopsy,  the 
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yield  of  carcinoma  has  increased  from  21 
percent  to  52  percent  per  nodule  removed 
surgically.  Limitations  of  fine-needle  aspiration 
biopsy  include  its  inability  to  differentiate  benign 
from  malignant  follicular  and  Hurthle  cell 
neoplasms  and  difficulty  in  aspirating  nodules 
smaller  than  one  cm.1'4'6  Fine-needle  aspiration 
biopsy  is  not  indicated  in  a patient  with  a history 
of  low-dose  ionizing  radiation  to  the  head  or 
neck.1  These  individuals  have  a 40  percent 
malignancy  rate  per  nodule  and  should  proceed 
directly  to  surgery.  Figure  1 presents  an 
algorithm  for  the  evaluation  of  thyroid  nodules.5 


THYROID  CARCINOMA 

Papillary  carcinoma  constitutes  80  percent  of  all 
thyroid  carcinomas.  There  are  three  different 
cell  types:  pure,  mixed,  and  follicular  variant. 

Follicular  carcinoma  represents  ten  percent  of 


all  thyroid  carcinomas,  followed  by  Hurthle  cell 
carcinoma  - three  percent,  medullary  carci- 
noma - five  percent,  anaplastic  carcinoma  - 
one  percent,  and  others  - one  percent,  which 
include  lymphomas  and  metastatic  disease  to 
the  thyroid. 1,2,6 

Papillary  Carcinoma  1267 

The  peak  incidence  of  papillary  carcinoma 
occurs  in  the  third  to  fourth  decade.1, 2,6 
Approximately  50  percent  occur  before  the  age 
of  40  years.  There  is  a 3:1  female-to-male 
ratio.  On  gross  specimen,  papillary  carcinomas 
are  firm,  unencapsulated,  sharply  demarcated 
nodules.  There  is  an  80  percent  multicentricity 
rate,  with  mixed  papillary  and  follicular  variant 
being  the  most  common  cell  type.  All  cell  types 
have  the  same  prognosis  and  biologic  behavior. 
Local  metastases  occur  most  frequently  in  the 
cervical  and  mediastinal  lymph  nodes,  and  lung 
and  bone  are  the  most  common  sites  of  distant 


Table  1.  Evaluation  and  Treatment  of  a Thyroid  Nodule 
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metastatic  disease.  Spread  is  predominantly 
through  the  lymphatics,  and  microscopic  node 
metastases  are  present  in  80  percent  of  all 
patients  and  more  than  90  percent  of  all  patients 
younger  than  20  years  of  age.  There  is  a less 
than  one  percent  incidence  of  progression  of 
papillary  carcinoma  to  anaplastic  carcinoma. 

Follicular  Carcinoma  126 

Follicular  carcinoma  has  a peak  incidence  in  the 
fifth  and  sixth  decades.  There  is  also  a 3:1 
female-to-male  ratio.  Sixty  percent  of  these 
patients  present  with  an  asymptomatic  thyroid 
nodule.  Multicentricity  is  rare,  and  hematog- 
enous spread  is  the  predominant  mode  of 
metastasis.  Ten  percent  of  patients  have 
cervical  lymph  node  involvement,  which  is  due 
to  direct  invasion.  Follicular  carcinoma  is  less 
frequently  associated  with  radiation  exposure 
than  papillary  carcinoma.  On  gross  specimen, 
these  tumors  appear  as  well-encapsulated 
nodules.  Histologically,  they  have  nonvesicular 
nuclei  and  can  be  differentiated  from  benign 
adenomas  only  by  the  presence  of  capsular  and/ 
or  vascular  invasion. 

Medullary  Carcinoma  12  4 6 

Medullary  carcinoma  constitutes  five  percent  of 
all  thyroid  carcinomas  and  occurs  most 
commonly  in  the  fifth  and  sixth  decades.  There 
is  a 3:1  female-to-male  ratio.  These  tumors  are 
derived  from  calcitonin-secreting  C cells. 
Twenty  percent  are  inherited  in  an  autosomal 
dominant  manner  and  are  part  of  the  multiple 
endocrine  neoplasia  (MEN)  type  1 1 A and  type  1 1 B 
syndromes.  Bilateral  disease  is  most  common  in 
MEN  1 1 A and  MEN  IIB.  Both  lymphatic  and 
hematogenous  spread  occur.  The  longest 
survival  is  in  MEN  1 1 A;  the  shortest  survival  is  in 
MEN  IIB.  Periodic  measurements  of  serum 
calcitonin  levels  in  response  to  calcium  and 
pentagastrin  infusion  are  indicated  in  individu- 
als with  a family  history  of  MEN  syndrome. 

Hurthle  Cell  Carcinoma  1 2 

Hurthle  cell  neoplasias  occur  most  commonly  in 
the  fifth  and  sixth  decades.  Sixty  percent  of  these 
patients  present  with  a solitary  thyroid  mass, 


with  the  majority  being  nonfunctional.  Up  to  39 
percent  of  these  patients  have  a history  of 
previous  low-dose  ionizing  radiation  to  the  head 
and  neck.  Forty  percent  present  with  synchro- 
nous follicular  and  papillary  carcinoma.  At 
presentation,  disease  is  present  in  the  thyroid  in 
only  70  percent,  with  cervical  node  invasion  in 
20  percent  and  distant  metastatic  disease  in  ten 
percent.  Histologically,  Hurthle  cell  carcinomas 
are  composed  of  round  cells  with  eosinophilic 
granular  cytoplasm.  Malignancy  is  determined 
by  the  presence  of  capsular  invasion  and/or 
angioinvasion. 

Anaplastic  Carcinoma  126 

Anaplastic  carcinoma  is  seen  predominantly  in 
females.  Patients  have  a mean  survival  of 
approximately  four  to  six  months.  It  presents  as 
a rapidly  growing,  occasionally  painful  neck 
mass  in  an  older  patient  with  a long  history  of  a 
nodular  thyroid. 


TREATMENT 

Three  treatment  options  are  available  for 
papillary  carcinoma:  unilateral  lobectomy  and 

isthmusectomy,  bilateral  subtotal  thyroidec- 
tomy, and  total  thyroidectomy.  In  1987,  Hay 
and  colleagues  published  the  results  of  a 
retrospective  analysis  of  860  patients  treated 
surgically  for  papillary  carcinoma  af  the  Mayo 
Clinic  from  1 946  to  1 970.8  The  median  follow- 
up was  18.3  years,  with  89  percent  of  patients 
followed  for  more  than  ten  years  and  68  percent 
of  patients  followed  for  more  than  15  years. 
These  investigators  devised  the  AGES  scoring 
system:  A - age,  G - grade,  E - extent,  and  S - 
size.  A prognostic  score  was  determined  from 
this,  using  the  equation  of  (0.05  x age  if  over  40 
years)  + (1  if  grade  2 or  3 if  grade  3 or  4)  + (1 
if  extrathyroid  extension  was  present  or  3 if 
distant  metastases)  + (0.2  x tumor  size  in  cm).  A 
prognostic  score  of  <.  3.99  denoted  a patient 
who  had  a low  risk  of  dying  from  papillary 
carcinoma  of  the  thyroid.  One  would  anticipate 
a one  percent  to  two  percent  mortality  rate  over 
25  years  with  lobectomy  / isthmusectomy  or 
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bilateral  resection  as  the  treatment.  At  25  years, 
patients  with  a prognostic  score _>  4 had  a 65 
percent  mortality  rate  if  treated  with  lobectomy 
and  isthmusectomy  and  a 35  percent  mortality 
rate  if  treated  with  bilateral  resection.  In  1988, 
Grant  and  associates  published  a study  that 
showed  that  lobectomy  and  isthmusectomy 
alone  were  associated  with  an  increased 
incidence  of  local  recurrence  compared  with 
bilateral  resection  but  not  an  increase  in 
mortality  in  low-risk  patients.9 

In  1988,  Cady  and  Rossi  devised  the  AMES 
classification.10  Their  purpose  was  to  develop  a 
system  based  on  the  AGES  classification  that 
had  a clinical  basis.  They  performed  a 
retrospective  analysis  of  821  patients  treated  for 
papillary  and  follicular  thyroid  carcinoma  at  the 
Lahey  Clinic  from  1941  to  1980.  They  defined 
the  following  patients  as  low-risk:  female 

younger  than  40  years  old,  male  younger  than 
50  years  old,  older  patients  with  papillary 
carcinoma  confined  to  the  thyroid,  patients  with 
minimal  capsular  penetration  by  follicular 
carcinoma,  those  with  tumors  < 5 cm,  and 
patients  with  no  metastases.  High-risk  patients 
were  defined  as  individuals  with  metastatic 
disease,  older  patients  with  extrathyroid 
extension,  and  patients  with  tumors  > 5 cm. 
Their  results  showed  that  for  low-risk  patients 
with  both  papillary  and  follicular  carcinoma, 
lobectomy  and  isthmusectomy  were  as  effective 
as  bilateral  subtotal  or  total  thryroidectomy.  For 
high-risk  patients,  these  investigators  proposed 
that  treatment  should  be  either  bilateral  subtotal 
or  total  thyroidectomy.  Both  Hay  and 
colleagues  and  Cady  and  Rossi  did  not  support 
the  use  of  radioactive  iodine  and  TSH 
suppression  in  low-risk  patients.810 

In  1994,  Mazzaferri  and  Jhiang  published  the 
results  of  a retrospective  analysis  of  1355 
patients  treated  for  papillary  and  follicular 
carcinoma  over  a 40-year  period  at  Ohio  State 
University  and  U.S.  Air  Force  hospitals.11  Their 
results  showed  that  for  noninvasive, 
nonmetastatic  tumors  <1.5  cm,  bilateral 
subtotal  thyroidectomy  with  TSH  suppression 


postoperatively  was  adequate.  For  tumors  > 

1 .5  cm  or  tumors  that  were  invasive  or 
metastatic,  they  found  that  treatment  should 
consist  of  total  or  near-total  thyroidectomy  with 
postoperative  radioactive  iodine  ablation  and 
TSH  suppression. 

Many  support  the  use  of  total  thyroidectomy  for 
all  thyroid  malignancies,  including  Clark,  who 
reported  a study  of  82  patients  who  had 
undergone  total  thyroidectomy  from  1 977  to 
1981. 12  The  reason  for  his  support  for  total 
thyroidectomy  was  that  more  than  80  percent  of 
patients  with  papillary  carcinoma  have  multi- 
centric disease.  Total  thyroidectomy  results  in  a 
lower  local  recurrence  rate.  Radioactive  iodine 
is  more  effective  in  the  diagnosis  and  treatment 
of  microscopic  disease  after  total  thyroidec- 
tomy. It  allows  increased  accuracy  of  serum 
thyroglobulins  as  a measure  of  recurrent  or 
persistent  disease,  and  it  provides  a reduction  in 
the  likelihood  of  well-differentiated  carcinoma 
developing  into  undifferentiated  carcinoma.  In 
his  series,  there  was  one  case  of  permanent 
hypoparathyroidism  and  two  cases  of  transient 
bilateral  recurrent  laryngeal  nerve  palsy 
following  surgery. 

In  1978,  Thompson  and  associates  noted  a 

12.5  percent  mortality  rate  in  255  patients  who 
were  treated  with  less  than  total  thyroidectomy 
from  1 935  to  1 955  and  a 0.6  percent  mortality 
rate  in  1 65  patients  treated  with  total 
thyroidectomy  and  radioactive  iodine  from 
1957  to  1966. 13  These  authors  strongly 
supported  the  use  of  total  thyroidectomy  and 
radioactive  iodine  as  a multimodality  treatment 
for  thyroid  malignancy.  In  this  study,  however, 
patients  were  not  subcategorized  according  to 
severity  of  disease.  Patients  with  very  large 
tumors  or  the  presence  of  metastatic  disease 
were  compared  with  patients  with  minimal 
disease.  These  investigators  also  compared 
surgical  therapy  alone  with  combined  surgical 
and  radioactive  iodine  therapy. 

In  1993,  the  Canadian  Society  of  Oncology 
attempted  to  propose  nationwide  guidelines  for 
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the  treatment  of  well-differentiated  thyroid 
carcinoma.14  Based  on  the  AGES  and  AMES 
classifications,  they  proposed  that  patients  with 
low-risk  papillary  carcinoma  of  the  thyroid  be 
treated  with  lobectomy  and  isthmusectomy 
alone  and  that  patients  with  high-risk  papillary 
carcinoma  of  the  thyroid  be  treated  with  total 
thyroidectomy.  They  did  not  support  the  use  of 
postoperative  radioactive  iodine  ablation  of  the 
thyroid  for  low-risk  patients. 

National  Cancer  Data  Base  information  from 
1992  revealed  that  in  the  United  States, 
approximately  8 1 percent  of  all  patients  who  are 
treated  for  thyroid  carcinoma  presented  with  a 
low-risk  AGES  score.15  These  data  showed  that 
32.4  percent  of  all  patients  with  papillary 
carcinoma  underwent  lobectomy  and 
isthmusectomy,  with  the  majority  (53.3  percent) 
undergoing  total  thyroidectomy.  They  proposed 
that  at  least  30  percent  of  patients  treated  for 
papillary  carcinoma  are  being  overtreated  and 
that  low-risk  patients  should  be  treated  with 
ipsilateral  lobectomy  and  isthmusectomy  alone. 

Microscopic  lymph  node  disease  is  present  in 
approximately  80  percent  of  all  patients  with 
papillary  carcinoma  of  the  thyroid.12'7  Palpable 
disease  is  present  in  about  80  percent  of 
patients  younger  than  20  years  of  age  and  20 
percent  of  patients  older  than  40  years  of  age. 
Most  studies  show  that  the  presence  of  lymph 
node  metastases  is  associated  with  an  increased 
risk  of  recurrence  but  no  change  in  mortality 
rate. 1,2,7  The  vast  majority  of  the  literature 
supports  the  use  of  modified  neck  dissection  as 
a treatment  of  choice  for  palpable  lymph  nodes. 

Recurrent  disease  occurs  in  ten  percent  to  30 
percent  of  all  patients  with  thyroid  carcinoma, 
with  80  percent  of  recurrences  being  in  the  neck. 
The  survival  rate  for  recurrent  disease  is  84 
percent  at  five  years  and  50  percent  to  64 
percent  at  15  years.  The  treatment  is  surgery 
with  or  without  postoperative  radioactive  iodine 
ablation  for  resectable  local  recurrence  or 


localized  distant  metastatic  disease,  and 
radioactive  iodine  for  the  treatment  of 
micrometastases. 

The  treatments  for  medullary  and  anaplastic 
thyroid  carcinomas  are  much  less  controversial. 
Medullary  carcinoma  is  treated  with  total 
thyroidectomy  with  or  without  neck  dissection, 
depending  on  the  presence  of  palpable  cervical 
adenopathy.  Anaplastic  carcinoma  is  treated 
with  total  thyroidectomy  if  resectable  or  with 
external-beam  radiation  therapy  if  nonresectable. 

The  follow-up  of  these  patients  is  based  on  their 
risk  category.16  For  low-risk  patients,  follow-up 
should  include  an  annual  physical  examination, 
baseline  serum  thyroglobulin  six  weeks  postop- 
eratively  and  then  annually  if  they  have 
undergone  a total  thyroidectomy  or  remnant 
ablation,  an  annual  chest  radiograph,  and  an 
annual  ultrasound  examination.  For  high-risk 
patients,  follow-up  should  include  biannual 
physical  examination  and  serum  thyroglobulin 
for  the  first  two  years,  then  annually  thereafter, 
and  total-body  radioactive  iodine  scanning  at 
three  months  and  then  annually  after  treatment 
for  known  or  suspected  persistent  disease. 


CONCLUSIONS 

Low-risk  papillary  carcinoma  of  the  thyroid 
based  on  the  AGES  classification  can  be  treated 
with  equal  efficacy  with  lobectomy  and 
isthmusectomy  alone  or  with  bilateral  subtotal 
or  total  thyroidectomy  with  or  without 
postoperative  radioactive  iodine  ablation. 
High-risk  patients  with  papillary  carcinoma  can 
be  treated  with  bilateral  subtotal  or  total 
thyroidectomy  followed  by  postoperative  radio- 
active iodine  ablation  with  equal  long-term 
survival.  The  most  compelling  reasons  in  favor 
of  lobectomy  and  isthmusectomy  as  a treatment 
of  low-risk  papillary  carcinoma  are  a survival 
rate  equal  to  that  following  bilateral  subtotal 
thyroidectomy  and  avoidance  of  the  two  percent 
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to  eight  percent  incidence  of  permanent 
hypoparathyroidism  and  one  percent  to  two 
percent  incidence  of  bilateral  recurrent  laryn- 
geal nerve  damage.  Lobectomy  and 
isthmusectomy  are  associated  with  an  increased 
incidence  of  local  recurrence,  but  this  has  not 
resulted  in  decreased  survival  in  low-risk 
patients.  For  follicular  carcinoma,  total 
thyroidectomy  with  or  without  neck  dissection, 
depending  on  the  presence  of  palpable  cervical 
nodes,  remains  the  treatment  of  choice.  It  is 
important  to  note  that  the  AGES  classification, 
was  intended  for  use  only  with  papillary 
carcinoma.  For  medullary  carcinoma,  the 
treatment  of  choice  remains  total  thyroidec- 
tomy. For  anaplastic  carcinoma,  the  treatment 
of  choice  remains  total  thyroidectomy  for 
resectable  disease  or  external-beam  radiation 
for  nonresectable  disease.  Modified  neck 
dissection  is  indicated  for  palpable  cervical 
adenopathy  in  all  carcinomas  of  the  thyroid, 
regardless  of  the  cell  type. 
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Predicting  Red  Blood  Cell  Transfusions  in  Very  Low  Birth 
Weight  Infants  Based  on  Clinical  Risk  Factors 
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ABSTRACT 

Objective:  to  describe  the  clinical  factors  most  predictive  of  red  blood  cell  transfusion  in  very  low  birth  weight 
(VLBW)  infants. 

Study  design:  retrospective  review  of  VLBW  infants  cared  for  at  a single  level  III  NICU  during  a two  year 
period,  n=199. 

Results:  overall  transfusion  requirement  was  4. 6 ±6. 2 transfusions/infant/hospital  course.  Length  of  hospital 
stay,  days  of  mechanical  ventilation,  requirement  for  dopamine  support,  birth  weight,  initial  hematocrit, 
periventricular  leukomalacia  and  necrotizing  enterocolitis  all  independently  correlated  with  number  of 
transfusions  and  donors.  Bronchopulmonary  dysplasia  and  patent  ductus  arteriosus  were  associated  with 
donor  but  not  transfusion  number. 

Conclusions:  our  data  characterize  the  population  of  VLBW  infants  with  the  greatest  blood  transfusion  and 
donor  requirement.  Further  investigation  is  needed  to  target  this  population  for  interventions  to  reduce  blood 
exposure. 


Anemia  of  prematurity  with  the  subsequent  need 
to  transfuse  red  blood  cells  (RBC)  is  a common 
problem  in  preterm  infants.  The  most  promising 
intervention  to  reduce  the  number  of  RBC  trans- 
fusions in  preterm  infants  has  been  the  use  of 
recombinant  human  erythropoietin  which  has 
been  shown  to  safely  stimulate  erythropoiesis 
and  decrease  the  requirement  for  transfusions  in 
selected  preterm  infants.  Other  interventions 
such  as  transfusion  of  placental  blood,  4 and 
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changing  the  preservative  of  red  blood  cells  to 
allow  transfusion  of  older  blood  5 h ave  also 
been  suggested  in  order  to  decrease  postnatal 
donor  exposure  but  have  not  been  extensively 
investigated  in  studies  involving  large  numbers 
of  infants.  To  date,  the  sub-population  of 
preterm  infants  who  would  most  likely  benefit 
from  these  new  therapies  has  been  poorly  de- 
fined. The  purpose  of  this  study  was  to:  1) 
determine  which  preterm  infants  require  the  most 
transfusions  of  RBC  and  have  the  greatest  donor 
exposure  and  2)  establish  the  population  of 
infants  that  would  potentially  derive  the  greatest 
benefit  from  interventions  to  limit  exposure  to 
blood  products.  In  order  to  meet  these  goals  we 
retrospectively  created  multivariate  linear  re- 
gression models  to  determine  the  clinical  vari- 
ables determining  both  RBC  transfusion  and 
donor  number. 
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METHODS 

The  study  consisted  of  a retrospective  review  of 
infants  admitted  to  the  intensive  care  nursery  at 
the  Medical  Center  of  Delaware  from  July  1, 
1993  to  July  1,  1995.  The  Medical  Center  of 
Delaware  is  a level  III  neonatal  intensive  care 
unit  caring  for  both  inborn  and  outborn  infants. 
All  data  were  obtained  from  a review  of  a 
computerized  database  and  confirmed  by  chart 
review.  Infants  were  included  in  the  analysis  if 
they  had  a birth  weight  less  than  1 500  grams  and 
were  offered  intensive  care.  In  order  to  establish 
the  relationship  of  blood  transfusion  with  intra- 
ventricular hemorrhage  and  bronchopulmonary 
dysplasia,  infants  were  only  included  if  they  met 
the  above  criteria,  had  a minimum  of  one  cranial 
sonogram,  and  survived  to  28  days  of  life, 
n=199.  Infants  not  analyzed  included:  22  in- 
fants who  were  admitted  and  transfused  but  died 
prior  to  28  days  of  life,  and  two  infants  (1380 
grams  and  1 490  grams)  not  transfused  who  did 
not  receive  a cranial  sonogram  at  the  discretion 
of  the  attending  neonatologist. 

For  the  purpose  of  this  study,  a blood  transfusion 
was  considered  the  administration  of  packed  red 
blood  cells  as  ordered  by  the  attending  neona- 
tologist. All  transfused  blood  is  negative  for 
cytomegalovirus,  irradiated,  less  than  seven  days 
old  and  stored  in  citrate-phosphate-dextrose- 
adenine  preservative.  Blood  from  a single  do- 
nor, which  was  ordered  to  be  split  into  multiple 
smaller  aliquots,  and  transfused  within  24  hours, 
was  considered  a single  transfusion.  If  an  infant 
received  a second  transfusion  > 24  hours  fol- 
lowing an  original  transfusion,  but  before  the 
seven  day  expiration  period  of  the  blood,  the 
transfusion  was  considered  a second  transfusion 
but  a single  donor  exposure.  Therefore  infants 
often  receive  multiple  transfusions  from  a single 
donor.  All  transfusions  ordered  after  the  seven 
day  expiration  period  of  the  original  unit  were 
from  a different  donor. 

The  following  general  criteria  are  adhered  to  in 
our  nursery:  most  transfusions  ranged  from  ten 


to  15  cc/kg  per  transfusion.  During  the  acute 
phase  of  respiratory  distress  syndrome,  infants 
are  transfused  to  keep  the  hematocrit  greater 
than  35-40  percent.  Anemic  preterm  infants 
who  are  more  stable  and  receiving  enteral  feeds 
and  no  supplemental  oxygen  were  transfused 
only  if  they  are  felt  to  be  symptomatic.  These 
symptoms  included:  tachycardia,  tachypnea,  poor 
weight  gain  while  receiving  adequate  calories, 
and  frequent  apnea  unresponsive  to  other  thera- 
pies. 

The  independent  variables  studied  are  listed 
(Table  1).  For  the  purpose  of  this  study  gesta- 
tional age  was  defined  by  the  best  obstetrical 
estimate  or  if  not  available  by  Ballard  exam.6 
Patients  were  given  the  diagnosis  of  bacterial 
sepsis  if  they  had  a positive  blood  culture  and' the 
diagnosis  of  patent  ductus  arteriosus  if  con- 
firmed by  echocardiography.  Bronchopulmo- 
nary dysplasia  was  defined  as  a requirement  for 
supplemental  oxygen  at  28  days  of  life.  7 Pro- 
longed rupture  of  membranes  was  defined  as 
being  greaterthan  24  hours  in  duration.  Prema- 
ture rupture  of  membranes  was  defined  as  rup- 
ture before  37  weeks  of  gestation. 

Multivariate  linear  regression  models  were  cre- 
ated in  order  to  determine  which  clinical  factors 
were  most  predictive  of  the  number  of  transfu- 
sions and  the  number  of  donors.  Number  of  red 
blood  cell  transfusions  and  number  of  donors 
served  as  the  dependent  variables.  Independent 
variables  entered  in  the  models  were  determined 
by  performing  a preliminary  univariate  analysis 
as  well  as  multiple  linear  regressions.  Forward 
stepwise  analysis  was  performed  in  order  to 
determine  variables  independently  associated 
with  transfusion  and  donor  number.  Validity  of 
the  models  was  confirmed  by  plotting  residuals 
versus  expected  normal  values  and  residuals 
versus  predicted  values.  All  data  are  expressed 
as  mean  ± standard  deviation,  unless  otherwise 
noted.  All  statistical  calculations  were  performed 
on  commercially  available  software  (Statistica, 
Tulsa,  OK). 
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Table  1.  Independent  variables  studied  in  multivariate 
models.  Dependent  variables,  transfusion  numberand 
donornumber. 

INDEPENDENT  VARIABLES  STUDIED 

Gestational  Age 
Birth  Weight 

Intrauterine  Growth  Restriction 
Length  of  Hospital  Stay 
Gender 

Mechanical  Ventilation 

High  Frequency  Ventilation 

Days  of  Mechanical  Ventilation 

Continuous  Positive  Airway  Pressure 

Days  of  Continuous  Positive  Airway  Pressure 

Days  of  Supplemental  Oxygen 

Prenatal  Steroids 

Exogenous  Surfactant 

Apnea  of  Prematurity 

Caffeine 

Dopamine 

Dobutamine 

Initial  Hematocrit 

Patent  Ductus  Arteriosus 

Bacterial  Sepsis 

Intraventricular  Hemorrhage 

Severe  Intraventricular  Hemorrhage,  grade  lll-IV 

Periventricular  Leukomalacia 

Necrotizing  Enterocolitis 

Bronchopulmonary  Dysplasia 

Seizures 

Pneumothorax 

Mortality 

Preeclampsia 

Premature  Labor 

Maternal  Substance  Abuse 

Multiple  Gestation 

Prolonged  Rupture  of  Membranes 

Premature  Rupture  of  Membranes 

Maternal  Urinary  Tract  Infection 

Chorioamnionitis 

Oligohydramnios 

Maternal  Age 

Number  of  Platelet  Transfusions 
Prenatal  magnesium  sulfate 


RESULTS 

The  overall  requirement  for  transfusions  of  RBC 
was  4.6  ± 6.2  per  infant/hospital  course  (range 
0-40).  Thirty-five  percent  of  the  study  population 
did  not  require  any  RBC  transfusions  throughout 
their  hospital  course,  while  five  percent  required 
only  a single  transfusion,  13  percent  required 
two  to  three  RBC  transfusions,  12  percent  re- 
quired four  to  five  RBC  transfusions  and  the 
remaining  35  percent  required  six  or  more  trans- 
fusions. The  mean  number  of  donors  was  2.6  ± 
3.1  per  infant  / hospital  course  (range  0 -17). 
Thirty-five  percent  had  no  donor  exposures,  while 
ten  percent  had  a single  exposure,  20  percent 
had  two  to  three  exposures,  1 8 percent  had  four 
to  five  exposures,  and  the  remaining  1 7 percent 
had  six  or  more  RBC  donors.  None  of  the  infants 
in  the  study  received  recombinant  erythropoi- 
etin. The  demographic  makeup  of  the  study 
population  is  listed  in  Table  2. 

Variables  independently  correlating  with  number 
of  RBC  transfusions  included:  length  of  hospital 
stay  (p< .00001 ),  number  of  days  of  mechanical 
ventilation  (p  < .0001 ),  requirement  for  dopam- 
ine support  (p<  .00001),  diagnoses  of 

periventricular  leukomalacia  (p  = . 00004)  and 
necrotizing  enterocolitis  (p=  .002),  birth  weight 
(p  = .002),  and  initial  hematocrit  (p  = .04).  The 
overall  model  had  an  r=0.9  (p<.001).  None  of 
the  other  variables  studied  (Table  1)  correlated 
with  number  of  transfusions. 

Variables  associated  with  number  of  donors 
included:  length  of  hospital  stay  (p<. 00001), 
number  of  days  of  mechanical  ventilation  (p  < 
.00001 ),  requirement  for  dopamine  support  (p< 
.00001),  diagnoses  of  bronchopulmonary  dys- 
plasia (p  = .0004)  and  periventricular 
leukomalacia  (p  = .01),  birth  weight  (p  = .03), 
initial  hematocrit  (p  = .03)  and  diagnoses  of  ne- 
crotizing enterocolitis  (p=  .03)  and  patent  duc- 
tus arteriosus  (p  = .04) . The  overall  model  had 
an  r=0.91  (p<. 00001 ).  None  of  the  other  vari- 
ables studied  (Table  1)  were  associated  with 
number  of  donors. 
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Because  most  of  the  variables  correlating  with 
number  of  transfusions  and  number  of  donors  in 
the  above  models  are  not  known  until  later  in  an 
infant's  hospital  course,  an  attempt  was  made  to 
create  a model  using  variables  available  at  the 
time  of  birth.  Using  only  birth  weight  and  initial 
hematocrit  as  the  independent  variables  and 
transfusion  number  as  the  dependent  variable 
had  an  r =.71  (pc.OOl).  Using  donor  number 
as  the  dependent  variable  with  the  same  inde- 
pendent variables  had  an  r=.69  (pc.OOl). 


DISCUSSION 

The  etiology  of  the  anemia  of  prematurity  is 
multifactorial.  The  pathophysiology  results  from 
an  attenuated  erythropoietin  response  to  tissue 
hypoxia,  8 iatrogenic  blood  loss,  9'10  and  short- 
ened life  span  of  RBC  containing  fetal  hemoglo- 
bin. 9 Although  the  risk  of  HIV  infection  from 
random  donor  blood  is  one  in  450,000  to  one  in 
600,000  in  the  United  States,  11  transfusion  of 
blood  products  is  associated  with  significant 
parental  anxiety.  Other  risks  from  exposure  to 
blood  products  include:  hepatitis  B and  C,  as 
well  as  volume  overload,  electrolyte  disturbances, 
iron  overload  and  graft  versus  host  disease.12 
These  risks  highlight  the  importance  of  develop- 
ing methods  to  decrease  transfusion  and  donor 
number  in  this  population.  Our  data  demon- 
strate that  length  of  hospital  stay,  days  of  me- 
chanical ventilation  and  need  for  dopamine 
support  are  the  variables  most  predictive  of 
number  of  transfusions  and  donors.  Birth  weight, 
initial  hematocrit,  periventricular  leukomalacia 
and  necrotizing  enterocolitis  are  also  indepen- 
dent predictors  of  transfusion  and  donor  num- 
ber. Diagnosis  of  patent  ductus  arteriosus  and 
bronchopulmonary  dysplasia  are  related  to  do- 
nor number  but  not  transfusion  number. 

To  our  knowledge  this  report  is  the  first  to 
correlate  length  of  hospital  stay  with  transfusion 
and  donor  number.  We  speculate  that  infants 
with  prolonged  length  of  stay  had  increased 
phlebotomy  losses.  Obladen  et  al  have  previ- 


Table2.  Demographic  make-up  of  the  study  population. 


DEMOGRAPHIC  DATA  (n= 

199) 

Birth  Weight  (grams) 

1089  ±279* 

Gestational  Age  (weeks) 

28.5  ± 2.9* 

Apgar  Score -1  minute 

5.0** 

ApgarScore-5  minutes 

8.0** 

Male  Gender 

107  (54%) 

C-section 

107(54%) 

CPAP 

151  (76%) 

Mechanical  Ventilation 

148(74%) 

Patent  Ductus  Arteriosus 

36(18%) 

Intraventricular  Hemorrhage  (grade  l-IV) 

27(14%) 

Bronchopulmonary  Dysplasia 

92  (46%) 

Sepsis 

34(17%) 

Necrotizing  Enterocolitis 

13(7%) 

Dopamine 

41  (21%) 

Exogenous  Surfactant 

141  (71%) 

Initial  Hematocrit  (%) 

45  1 ±7.5* 

Length  of  Stay  (days) 

63.8  ±27.6* 

* Mean  ± sd 

**  Median 

ously  demonstrated  that  infants  of  lower  birth 
weight  and  infants  who  require  respiratory  sup- 
port have  increased  blood  sampling.  10  Phle- 
botomy data  was  not  included  in  this  investiga- 
tion because  it  was  not  uniformly  available  in  our 
population.  Number  of  transfusions  and  donors 
may  also  be  related  to  length  of  stay  because  of 
a prolonged  opportunity  to  transfuse  infants,  as 
the  hematocrit  of  infants  discharged  to  home  is 
generally  unknown  to  the  attending  physician. 
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Further  investigation  is  needed  to  study  the  strong 
association  of  length  of  stay  with  transfusion  and 
donor  number. 

In  addition  to  length  of  stay,  prolonged  me- 
chanical ventilation  was  associated  with  transfu- 
sion and  donor  number  in  our  population.  Again, 
this  finding  may  be  secondary  to  higher  phle- 
botomy requirements  in  preterm  infants  with  a 
need  for  supplemental  oxygen.  10  However,  the 
exact  hemoglobin  and  level  of  respiratory  sup- 
port at  which  oxygen  delivery  becomes  compro- 
mised is  unknown  and  can  only  be  estimated 
based  on  unreliable  clinical  parameters.13  Our 
finding  that  periventricular  leukomalacia,  necro- 
tizing enterocolitis,  and  use  of  dopamine  are 
associated  with  transfusion  and  donor  number 
reflect  the  requirement  for  transfusion  in  condi- 
tions with  impaired  tissue  oxygenation.  Our  data 
emphasize  the  need  to  target  infants  with  these 
conditions  for  reducing  donor  exposure.  Inves- 
tigation of  the  relationship  between  oxygen  sup- 
ply and  demand  in  infants  with  hypotension, 
respiratory  compromise,  intestinal  and  cerebral 
ischemia  would  aid  in  establishing  strict  guide- 
lines for  transfusing  infants  with  these  conditions. 

An  important  part  of  the  pathophysiology  of  the 
anemia  of  prematurity  involves  diminished  re- 
sponse of  premature  infants  in  producing  eryth- 
ropoietin to  a hypoxic  stimulus. 8 Because  of  this 
attenuated  ability  to  produce  endogenous  eryth- 
ropoietin, treatment  with  recombinant  human 
erythropoietin  has  been  employed  as  a therapy 
for  anemia  of  prematurity.  13  However,  the 
population  of  preterm  infants  who  would  derive 
the  greatest  benefit  from  this  therapy  has  yet  to 
be  elucidated.  In  our  population  of  VLBW  in- 
fants, birth  weight  and  initial  hematocrit  were 
predictive  of  transfusion  and  donor  number. 
Gestational  age  was  not  predictive  after  multi- 
variate analysis.  This  relationship  is  due  to  close 
correlation  of  the  two  variables,  with  birth  weight 
superseding  gestational  age  in  the  multivariate 
models.  Brown  et  al  have  previously  demon- 
strated gestational  age  less  than  30  weeks  to  be 
most  predictive  of  the  need  for  greater  than  two 
transfusions.  14  In  contrast  to  this  data  which 


indicate  that  infants  of  the  youngest  gestational 
age  receive  the  highest  number  of  transfusions, 
previous  studies  have  shown  that  recombinant 
human  erythropoietin  is  most  effective  when 
administered  to  larger  infants.  2,3  Only  one 
double  blind  placebo  controlled  study  of  recom- 
binant erythropoietin  has  include  infants  less 
than  75 0 grams.  1 Furthermore,  Maier  et  al 
demonstrated  that  low  birth  weight  and  gesta- 
tional age  were  most  predictive  of  transfusion  in 
a population  of  infants  receiving  erythropoi- 
etin. Although  our  data  indicate  that  recombi- 
nant human  erythropoietin  would  have  the  great- 
est impact  if  offered  to  the  smallest  infants, 
administration  of  erythropoietin  to  extremely  low 
birth  weight  infants  (<  1 OOOg)  may  be  limited  by 
the  need  to  supplement  enteral  iron  and  the 
need  for  frequent  intramuscular  injections.  16 
Additional  study  is  needed  to  determine  how  to 
safely  and  effectively  administer  this  drug  to 
infants  of  the  lowest  birth  weight. 

Anemia  of  prematurity  has  been  previously  clas- 
sified into  early  and  late  anemia.  Early  anemia 
of  prematurity  is  associated  with  high  phlebotomy 
losses.  This  association  was  emphasized  in  the 
erythropoietin  trial  of  Shannon  et  al,  in  which 
infants  received  a mean  of  3.5  transfusions  prior 
to  enrollment.  1 In  our  population,  bronchopul- 
monary dysplasia  and  patent  ductus  arteriosus 
were  predictive  of  donor  number  but  not  transfu- 
sion number.  The  need  for  surgical  ligation  of  a 
patent  ductus  has  previously  been  shown  to  be 
associated  with  increased  blood  transfusion.  14 
We  speculate  that  these  factors  were  associated 
with  donor  number  and  not  transfusion  number 
in  our  population,  because  infants  with  these 
conditions  continued  to  receive  transfusions  later 
in  their  hospital  course  at  which  time  they  are 
likely  to  be  exposed  to  a new  donor  with  each 
transfusion. 

Many  of  the  variables  associated  with  donor  and 
transfusion  number  in  our  investigation  are  not 
known  to  the  clinician  at  the  time  of  birth;  for 
example,  the  diagnosis  of  bronchopulmonary 
dysplasia  orthe  length  of  hospital  stay.  Although 
our  data  indicate  that  these  factors  are  important 
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in  contributing  to  the  need  for  transfusion,  it  may 
be  difficult  to  develop  a treatment  strategy  using 
these  variables.  A more  useful  model  may  be 
one  using  variables  known  at  birth,  allowing 
early  intervention,  since  the  majority  of  transfu- 
sions occur  during  the  early  part  of  an  infant's 
hospital  stay.  17  The  models  created  using  only 
birth  weight  and  initial  hematocrit  correlated 
well  with  transfusion  and  donor  number.  There- 
fore, these  clinical  variables,  while  not  account- 
ing for  all  the  clinical  conditions  and  variability 
associated  with  RBC  transfusion,  may  be  used 
early  in  an  infant's  hospital  course  to  predict 
transfusion  number,  initiate  interventional  strat- 
egies, and  counsel  parents. 

In  conclusion,  our  data  are  the  first  to  demon- 
strate an  association  between  length  of  hospital 
stay,  transfusion  and  donor  number  in  a popula- 
tion of  VLBW  infants.  Defining  the  population  of 
infants  at  greatest  risk  provides  a target  for 
intervention.  Along  with  erythropoietin,  strict 
transfusion  criteria,  strategies  to  decrease  phle- 
botomy losses,  and  autologous  transfusion  have 
all  been  proposed  to  decrease  donor  exposure 
in  infants.  Our  data  help  to  provide  the  ground 
work  to  identify  a population  of  infants  who 
would  derive  the  greatest  benefit  from  such 
interventions.  Further  investigation  is  needed  in 
order  to  effectively  apply  these  interventions  to  a 
target  population. 
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HISTORIC  PERSPECTIVE 


The  duPont  Hospital  for  Children: 
A Brief  History 


As  told  in  the  records  of  Albert  S hands,  M.D. 


Edited  by  Sharon  M.  Igielski 

Submitted  by  Kathleen  E.  Miller,  B.A.  — Richard  W.  Kruse,  D O. 


Alfred  I.  duPont,  born  and  raised  in  the 
Brandywine  Valley  of  Delaware,  had  a heart  that 
wanted  to  give  to  others.  He  used  his  good 
fortune  to  help  those  who  needed  it,  mainly 
disabled  children.  An  estimated  $40  million  of 
his  estate  went  to  The  Nemours  Foundation,  a 
charitable  corporation  established  by  his  wife, 
Jesse  Ball  duPont,  and  her  co-trustees  approxi- 
mately one  year  after  Mr.  duPont's  death.  The 
Foundation,  according  to  Mr.  duPont's  wishes, 
would  be  the  beginning  of  a hospital  to  care  for 
and  provide  treatment  for  disabled  children. 
Hence,  what  we  now  know  as  The  duPont  Hos- 
pital for  Children  was  born. 

The  trustees  of  Mr.  duPont's  will  organized  a 
Medical  Advisory  Board  composed  of  nationally 
recognized  physicians.  The  Board's  responsi- 
bilities were  to  set  guidelines,  recommend  poli- 
cies, and  plan  the  initial  operation  of  The  Foun- 
dation and  the  construction  of  the  hospital.  In  the 


fall  1936  and  early  winter  1937,  Mrs.  duPont 
and  the  trustees  chose  eight  physicians  to  serve 
on  the  Board:  five  orthopaedic  surgeons,  an 

internist,  a gynecologist,  and  a psychiatrist.  Mrs. 
duPont  wished  the  majority  of  the  Board  mem- 
bers to  always  be  orthopaedic  surgeons  who 
had  been  or  were  actively  engaged  in  work  with 
disabled  children.  The  five  orthopaedic  sur- 
geons were  Dr.  George  E.  Bennett  of  Baltimore, 
Maryland;  Dr.  William  Graham  of  Richmond, 
Virginia;  Dr.  Michael  Hoke  of  Atlanta,  Georgia; 
Dr.  Robert  Osgood  of  Boston,  Massachusetts; 
and  Dr.  Philip  Wilson  of  New  York,  New  York. 
The  internist  was  Dr.  Thomas  R.  Brown  of  Balti- 
more, Maryland;  the  psychiatrist  was  Dr.  Beverly 
R.  Tucker  of  Richmond,  Virginia;  and  the  gyne- 
cologist was  Dr.  De  Witt  B.  Casler  of  Baltimore, 
Maryland. 

The  Board  first  decided  on  the  location  of  the 
hospital,  which  would  be  built  on  the  grounds  of 
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A photograph  of  the  Wayman  Adams  painting  that  was  unveiled  at  the  dedication  of  the 
hospital  in  1941.  Represented  are  all  eight  members  of  the  original  Medical  Advisory 
Board  that  was  formed  in  1937. 


Nemours,  to  the  north 
and  east  of  the  man- 
sion house.  Besides 
hospitalization  for  dis- 
abled children,  the 
hospital  would  also 
provide  education  for 
the  patients  and  basic 
scientific  research  for 
the  physicians.  This 
three-point  program 
of  hospitalization,  pa- 
tient education,  and 
research  was  later  ex- 
panded to  include  a 
fourth  component:  the 
training  of  doctors, 
nurses,  and  allied  per- 
sonnel. 

The  Board  and  Mrs. 
duPont  thought  the 
hospital  would  need  ample  provisions  for  re- 
search activities.  They  recommended  that  25 
percent  of  the  operating  funds  be  used  to  sup- 
port the  research  program,  which  became  an 
integral  part  of  the  institution. 

The  Board  believed  the  children's  education  was 
an  important  part  of  treatment.  Children  re- 
ceived academic  lessons  daily  and  followed  a 
full  schedule  as  local  schools  did.  The  school 
program  began  with  two  teachers.  Eventually,  it 
became  a part  of  the  state's  education  program, 
following  the  same  curriculum  and  school  year 
and  using  the  same  textbooks.  Children  some- 
times left  the  classroom  to  participate  in  rehabili- 
tation exercises.  In  some  cases,  staff  members 
would  go  to  patient's  rooms  if  the  child  was 
unable  to  go  to  the  classroom.  During  World 
War  II,  children  were  offered  a variety  of  extra- 
curricular activities,  such  as  piano,  swimming, 
nature  study,  folk  dancing,  and  sewing.  Some- 
times the  hospital  made  available  dance  lessons 
for  able  children  who  were  12  years  of  age  or 
older  at  the  Arthur  Murray  Studio. 

Today,  the  school  program  at  the  hospital  is  very 
similar.  Children  go  to  classes  from  9 a.m.  to  1 2 


p.m.  and  1 to  3 p.m.  School  is  in  session 
throughout  the  normal  school  year,  according  to 
the  state  of  Delaware.  Some  children  attend 
classes  during  the  summer  if  it  helps  to  keep  them 
on  track  for  the  next  school  year.  Currently  there 
are  three  groups:  primary,  preschool  to  grade 

one;  elementary,  grades  two  through  six;  and 
secondary,  grades  seven  through  12.  The  chil- 
dren are  placed  depending  on  their  skills  and 
ages.  The  school  program  is  a part  of  the 
Brandywine  school  district  and  follows  the  cur- 
riculum of  the  child's  home  school  wherever 
possible.  As  technology  progresses,  the  school 
uses  the  numerous  opportunities  that  computers 
provide,  such  as  the  Internet  and  assisted  learn- 
ing programs.  The  hospital  teachers  stay  in 
contact  with  the  children's  home  schools  so  they 
are  familiar  with  the  children's  progress. 

The  Board  and  Albert  Shands,  M.D.,  the  first 
Medical  Director,  envisioned  the  institution  be- 
coming more  than  a hospital;  therefore,  the 
original  name,  The  Nemours  Foundation  Hos- 
pital for  Crippled  Children,  did  not  adequately 
describe  the  wide  array  of  services,  including 
research,  education,  and  convalescent  care. 
So,  when  the  building  and  grounds  officially 
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opened,  the  name  became  the  Alfred  I.  duPont 
Institute  of  the  Nemours  Foundation.  Under  the 
medical  direction  of  Dr.  Shands,  the  hospital 
gained  an  international  reputation,  a reputation 
that  it  has  maintained  over  the  years.  In  1 996, 
in  an  effort  to  help  teach  our  customers  who  we 
are,  what  we  do,  and  for  whom  we  do  it,  the 
hospital  became  known  as  The  duPont  Hospital 
for  Children. 

The  original  plans  for  the  hospital's  construction 
included  ten  convalescent  cottages,  each  built  to 
hold  20  children,  and  a school  building  for 
academic  and  vocational  training.  In  accor- 
dance with  the  wishes  of  Dr.  Osgood,  one  of  the 
cottages  was  designated  for  long-term  care  of 
children  with  cerebral  palsy.  Unfortunately, 
after  World  War  II,  those  original  cottage  plans 
were  never  implemented,  largely  because  of 
increasing  costs  and  changing  ideas  about  con- 
valescent care. 

The  Board  decided  the  children's  wards  should 
be  named  after  pioneers  in  the  field  of  ortho- 
paedics. Sir  Robert  Jones  of  Liverpool  was  once 
considered  the  person  who  had  done  the  most 
for  disabled  children,  and,  at  that  time,  many 
orthopaedic  surgeons  in  this  country  had  trained 
with  Sir  Robert.  Consequently,  the  boys'  ward 


was  named  Jones  Ward.  Agnes  Hunt  also  made 
vast  contributions  to  the  field  of  orthopaedics. 
She  initiated  the  idea  of  the  orthopaedic  nurse 
being  part  manager,  part  therapist,  part  ortho- 
tist,  and  part  technician.  She  helped  revolution- 
ize the  practice  of  caring  for  disabled  children. 
Therefore,  the  girls'  ward  was  named  Hunt 
Ward. 

In  1940,  Mrs.  duPont  decided  the  grounds  sur- 
rounding the  hospital  should  be  as  beautiful  as 
the  building  itself.  Countless  trees,  flowers,  and 
shrubs  were  planted.  Mrs.  duPont  thought  the 
walkway  from  the  hospital  to  the  Medical 
Director's  residence  should  be  lined  with  trees 
that  the  children  could  learn  about  and  enjoy. 
She  planted  26  different  trees  for  the  26  letters 
of  the  alphabet,  such  as  ash  for  "A,"  beech  for 
"B,"  chestnut  for  "C,"  and  so  on.  The  walkway 
became  known  as  "Alphabet  Walk." 

Some  areas  around  the  hospital  were  desig- 
nated for  play  and  recreation.  A play  area  was 
constructed  directly  behind  the  hospital  after  the 
building  opened  in  1940.  An  old  stone  barn, 
erected  in  1 839,  was  converted  to  a recreational 
building  for  the  children,  and  a swimming  pool 
was  installed  south  of  the  building. 

On  July  1,  1940,  at  9:15  a.m.,  The  duPont 

Hospital  for  Children 
greeted  its  first  pa- 
tient, Shirley  Ramone. 
The  State  Crippled 
Children's  N urse, 
Miss  Mary  Klaes,  ac- 
companied Shirley 
and  her  mother  to  the 
outpatient  depart- 
ment, where  Shirley 
was  admitted.  Shirley, 
a two-and-one-half- 
year-old  child  who 
had  been  born  with  a 
dislocated  hip,  went 
through  a period  of 
traction  and  treatment 
before  she  was  placed 
in  a plaster  cast.  Sev- 
eral weeks  later,  she 


The  original  Alfred  I.  duPont  Institute  building,  now  referred  to  as  The  duPont  Hospital  for 
Children. 
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returned  home  to  complete  her  recovery,  grow- 
ing into  an  adult  with  "no  evidence  of  being 
crippled  at  birth."  Shirley  is  a symbol  of  the  great 
service  that  has  been  rendered  at  the  hospital. 

At  the  original  hospital,  visiting  hours  were  from 
2:00  to  4:00  p.m.  on  the  first  Sunday  of  each 
month.  In  addition  to  these  times,  parents  and 
guardians  were  allowed  to  visit  after  surgery  or 
when  the  children  were  seriously  ill.  The  resident 
physician  interviewed  the  parents  and  guardians 
at  1 :00  p.m.  on  all  regular  visiting  days.  Doctors 
and  nurses  began  to  realize  the  role  a child's 
family  plays  in  treatment.  Now,  family  members 
can  visit  virtually  anytime  they  want  to  or  need  to 
visit.  Family  friends  are  allowed  to  visit  anytime 
from  9 a.m.  to  8 p.m.  It  is  even  possible  for  a 
parent  to  stay  over  night.  Family  education  and 
constant  communication  between  the  family  and 
the  doctors  is  crucial.  There  has  been  a great 
deal  of  progress  with  educating  family  members 
and  keeping  communication  open. 

The  hospital  was  officially  dedicated  on  June  1 4, 
1941.  Over  500  people  attended  the  celebra- 
tion, including  Frances  Perkins,  the  Secretary  of 
Labor  from  Franklin  D.  Roosevelt's  Cabinet.  The 
portrait  of  the  original  Board,  painted  by  Mr. 
Wayman  Adams  of  New  York  City,  was  pre- 
sented and  unveiled 
on  this  day.  Today  it 
hangs  in  the  entrance 
lobby  of  the  original 
building,  which  cur- 
rently houses  Admin- 
istration and  the  De- 
partment of  Research. 

In  December  1941, 
only  six  months  after 
the  hospital's  dedica- 
tion, World  War  II 
began.  Since  all  full- 
time physicians  of  the 
orthopaedic  and  re- 
search staff  were  un- 
der 45  years  of  age, 
the  Armed  Forces  re- 
quested that  they  ap- 


ply for  commissions.  By  the  end  of  1 942,  all  of 
the  eight  full-time  staff  members,  as  well  as 
many  nurses  and  other  personnel,  were  either 
in  uniform  or  about  to  be  inducted.  Dr.  Bruce 
A.  Gill,  a retired  professor  of  orthopaedic 
surgery  at  the  University  of  Pennsylvania  and 
Surgeon-in-Chief  of  the  Widener  Home  for 
Crippled  Children  in  Philadelphia,  became  the 
acting  Medical  Director  in  September  1942. 
With  the  help  of  Miss  Des  Barres,  superinten- 
dent and  later  administrator,  Dr.  Gill  was  able 
to  keep  the  hospital  going  during  the  war.  It  is 
believed  that  there  was  no  other  medical  insti- 
tution in  the  United  States  at  that  time  that 
offered  its  entire  physician  staff  to  the  Armed 
Forces.  During  the  war,  Dr.  Shands  served  in 
the  United  States  Army  Air  Force  as  a Senior 
Consultant  in  Orthopaedic  Surgery  from  1942 
to  1 945.  Following  the  war,  he  was  instrumen- 
tal in  editing  a summary  of  the  orthopaedic 
surgery  that  was  done  during  the  war. 

In  1952,  the  hospital  became  the  first  hospital 
to  screen  for  scoliosis.  These  screenings  were 
the  beginnings  of  the  nationwide  scoliosis  de- 
tection programs  we  have  today.  A new  period 
of  the  hospital's  administrative  history  began  in 
1960.  There  was  a marked  increase  in  clinical 
services,  and  Dr.  Shands'  full-time  assistant 
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and  later  successor,  Dr.  G.  Dean  MacEwen, 
began  to  assume  more  clinical  responsibilities. 

Dr.  MacEwen  started  work  at  the  hospital  on 
September  1 , 1 958  as  Associate  Surgeon-in- 
Chief.  Expansion  into  the  new  hospital  occurred 
during  his  leadership.  Throughout  his  time  as 
Surgeon-in-Chief  and  as  Medical  Director,  the 
number  of  clinical  services  tripled  and  the  amount 
of  postgraduate  work  doubled.  In  the  1960s, 
new  departments  throughout  the  hospital 
opened:  urology  clinic,  neurosurgery,  arthritis, 
and  hematology.  The  hospital  was  the  country's 
first  children's  hospital  tointroduce  autotransfusion. 


The  duPont  Hospital 
for  Children  we  know 
today  has  shown  an 
ability  to  grow  and 
change  because  of 
the  firm  foundation 
laid  by  its  founders 
and  early  employees. 
They  successfully 
implemented  Mr. 
duPont's  wish  to  cre- 
ate an  institution  for 
the  treatment  of  dis- 
abled children. 

Mr.  duPont,  a philan- 
thropist, once  stated, 
"It  has  been  my  firm 
conviction  throughout 
life  that  it  is  the  duty  of 
everyone  in  the  world 
to  do  what  is  within  his  power  to  alleviate  human 
suffering...,"  therefore,  "...  the  remaining  por- 
tion of  my  estate  should  be  utilized  for  charitable 
needs."  Recognizing  and  celebrating  the  history 
of  this  hospital  provides  an  insight  into  the 
framework  of  the  hospital  today,  and  a look  at 
where  it  is  headed  in  the  future. 
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Rehabilitation  Consultants,  Inc. 


Two  convenient  locations 
Call  302/478-5240  or  302/655-5877 

Silverside  Road  Office  Baynard  Blvd.  Office 

Suite  105  Springer  Bldg.  2100  Baynard  Blvd. 

Concord  Plaza  Wilmington 

3411  Silverside  Road 


Physical  Therapy  • Occupational  Therapy 
• Speech  Therapy 

Comprehensive  Rehabilitation  • Work 
Tolerance  Testing,  Work  Hardening  for  Injured 
Workers  • Family  Sports  Medicine  • Fitness 
Programs  • Hydrotherapy  • Nutritional 
Counseling 

Approved  by  Medicare,  most  Managed  Care,  HMO, 
and  Major  Insurance  Plans 


Serving  the  Greater  Wilmington  Area  Since  1970 
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Home  Medical  Equipment  is 

often  an  essential  component 
in  a patient’s  plan  of  care 
especially  home  care.  What  could  be 
more  natural  than  Home  Medical 
Equipment  from  the  Visiting  Nurse 
Association? 

We  have  combined  the  quality, 
efficiency,  and  cost-effectiveness  of 
VNA  home  healthcare  services  with 
Home  Medical  Equipment.  Now 
with  one  phone  call,  you  can  bring 
complete  home  healthcare  to  your 
patients. 

Statewide  and  regional  free 
delivery,  professional,  guaranteed  four- 
hour  delivery,  and  contracts  with  most 
healthcare  plans. 

Call  1 -888-VNA-0001. 


VNA. 


Visiting  Nurse 
Association 
IdelawareI  of  Delaware 
75  Tears  of  Caving 


Recovery  at  home 
just  got  a little  easier. 


EDITORIAL 


The  Perfect  Physician 

E. Wayne  Martz,  M.D. 


I have  no  answer  for  the  anguish  of  my  colleagues 
in  practice,  whose  cries  I hear  daily.  I do  believe 
that  a fractured  system  which  causes  so  much 
travail  for  so  many  people  cannot  last,  and  if  we 
unite  in  a compassionate  leadership  role,  take 
recognition  of  our  own  many  shortcomings,  and 
keep  the  welfare  of  our  patients  ahead  of  our  own, 
solutions  will  be  found.  Meanwhile  I found  some 
comfort  in  a beautiful  and  familiar  passage  from 
the  Old  Testament  book  of  Proverbs  31:1  0-31 . For 
thousands  of  years  it  has  set  an  unattainable  goal 
for  women  to  strive  toward.  I see  a parallel  for 
physicians,  and  hope  I have  not  mangled  the 
beauty  of  the  original  too  badly.  I offer  this  with 
apologies  to  Old  Testament  scholars  and  our  Jew- 
ish colleagues  who  read  aloud  the  original  in  their 
annual  observances.  The  gender  is  a matter  I have 
had  to  compromise. 

Who  can  find  the  perfect  doctor?  His  (her)  value  is 
far  above  rubies! 


S(he)  does  his  (her)  patients  good  and  not  evil  all 
the  days  of  their  lives.  Their  hearts  safely  trust  in  him 
(her),  so  they  have  no  need  for  second  opinions,  yet 
s(he)  freely  seeks  consultation  for  safety  and  com- 
fort. 

S(he)  riseth  also  while  it  is  yet  night  and  giveth 
service,  courage  and  support  to  all  who  need  it  and 
a portion  to  those  who  assist. 

S(he)  considereth  carefully  the  need  for  extensive 
and  expensive  testing  and  carryeth  out  ministerings 
economically. 

S(he)  foresees  problems  from  afar,  anticipating  all 
troubles  and  difficulties,  so  that  in  the  time  of  trial, 
complications  shall  be  minimized  and  the  course 
uneventful. 

S(he)  followeth  the  best  protocols  and  guidelines, 
yet  individualizes  them  to  suit  the  needs  of  each 
patient. 
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S(he)  is  like  the  merchant  ships  of  old,  seeking 
knowledge  from  afar  and  the  cutting  edge  of  the 
latest  and  best  research  and  understanding. 

S(he)  teacheth  and  explaineth  complex  matters  to 
patients  in  plain  language  they  can  understand,  yet 
communicates  frequently  and  easily  with  colleagues 
so  they  can  work  harmoniously  and  productively 
together. 

S(he)  stretcheth  out  his  (her)  hand  to  the  poor,  yea 
s(he)  reaches  forth  his  (her)  hands  to  the  needy. 

S(he)  is  not  afraid  of  the  audit  for  his  (her)  records 
are  accurate  and  up-to-date,  reflecting  the  reason- 


ing behind  every  decision,  a sure  protection  in  time 
of  complaint  or  suit. 

S(he)  guardeth  yet  his  (her)  own  strength  and 
health,  that  S(he)  set  an  example  for  all  and  is  able 
to  provide  the  care  that  others  may  need. 

Ethics  and  honor  are  his  (her)  clothing  and  s(he) 
shall  rejoice  in  the  time  to  come. 

Fame  is  deceitful  and  wealth  is  in  vain,  but  a 
physician  that  feareth  the  Lord  shall  be  praised. 

Give  him  (her)  of  the  fruits  of  his  (her)  hands,  and 
let  his  (her)  own  works  praise  him  (her)  in  the  gates. 


Report  Child  Abuse 

1-800-292-9582 

The  statewide  report  line  operates 
24  hours,  7 days  per  week 

Division  of  Family  Services 

Delaware  Department  of  Services  for  Children,  Youth  and  Their  Families 
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BEAN 
AIR  FORCE 
PHYSICIAN. 


Become  the  dedicated 
physician  you  want  to 
be  while  serving  your 
country  in  today’s  Air 
Force.  Discover  the 
tremendous  benefits  of 
Air  Force  medicine.  Talk 
to  an  Air  Force  medical 
program  manager  about 
the  quality  lifestyle, 
quality  benefits  and  30 
days  of  vacation  with 
pay  per  year  that  are 
part  of  a medical  career 
with  the  Air  Force.  And 
enjoy  the  satisfaction  of 
a general  practice  with- 
out the  financial  and 
management  burden. 
Today’s  Air  Force  offers 
an  exciting  medical  envi- 
ronment and  a non-con- 
tributing retirement  plan 
for  physicians  who  qual- 
ify. Learn  more  about 
becoming  an  Air  Force 
physician.  Call 

USAF  HEALTH  PROFESSIONS 

TOLL  FREE 

1-800-423-USAF 


Advanced  CT  Imaging 
at  Three  Locations 

Brandywine  Imaging  Center, 

Omega  Imaging  Center,  Pike  Creek  Imaging  Center 


Diagnostic  Imaging  Associates,  P.A.  has  three  locations  in 
Northern  Delaware  providing  advanced  Computerized  Tomography  (CT)  imaging; 
Brandywine  Imaging  Center  in  North  Wilmington,  Pike  Creek  Imaging  Center 
in  the  Pike  Creek  area  and  Omega  Imaging  Associates  for  your  patients 
in  the  Newark  area.  DIA’s  high  resolution  scanners  are  capable  of 
dynamic  scanning  and  spatial  resolution  of  .5  millimeters.  Each  facility  has  a 
board  certified  radiologist  on  staff  with  special  fellowship  training  in  body  CT.  For  your 
convenience,  patients  can  be  scheduled  same  day  with  wet  reading  faxed  immediately. 

❖ 

Diagnostic  Imaging  Associates  accepts  virtually  all  HMO,  PPO  and 
Fee  For  Service  health  insurance  plans  including; 

Principal,  US  Healthcare  and  all  Blue  Cross  Blue  Shield  programs 

❖ 

Our  full  range  of  out-patient  imaging  services  include: 

• High-Field  MRI  • New  spiral  CT  scanning  • Ultrasound  including  Color  Doppler 
• Fluoroscopy  • Mammography  • Nuclear  Medicine  and  General  X-ray 

For  information  and  the  office  nearest  you,  please  call  302-425-4DIA. 

“At  DIA  we  strive  to  be  the  best  not  the  biggest” 


Diagnostic  Imaging  Associates,  PA 


Brandywine  Imaging  Center  • 701  Foulk  Road  • Suite  E-1  • Wilmington  • 654-5300 

Omega  Imaging  Associates  • L-6  Omega  Professional  Center  • Newark  • 738-9300 

Omega  Magnetic  Resonance  Imaging  Center  • L-6  Omega  Professional  Center  • Newark  • 738-9300 

Omega  Medical  Center  • K-15  Omega  Professional  Center  • Newark  • 368-5100 

Omega  Nuclear  Diagnostic  Center  • K-15  Omega  Professional  Center  • Newark  • 368-8150 

Pike  Creek  Imaging  Center  • 3105  Limestone  Road  • Suite  106  • Wilmington  • 995-2037 

Wilmington  Magnetic  Resonance  Imaging  Center  • 1020  Union  Street  • Wilmington  • 427-9855 


YOUNG  PHYSICIANS  SECTION  UPDATE 


Medical  Society  of  Delaware  Young  Physicians  Section 


Michael  S.  Katz,  M.D.  - Chairman 


On  February  1 3,  1 997,  the  Board  of  Trustees  of 
the  Medical  Society  of  Delaware  approved  by- 
laws for  the  creation  of  the  Young  Physicians 
Section  (YPS).  The  YPS's  mission  is  to  identify  and 
address  the  needs,  common  problems,  issues 
and  interests  of  Delaware's  young  physicians 
and  to  provide  a forum  for  the  exchange  of  ideas 
and  information.  The  Section  is  dedicated  to 
promoting  increased  participation  of  young  phy- 
sicians at  all  levels  of  organized  medicine. 

Delaware  physicians  who  are  under  forty  years  of 
age,  or  who  have  been  in  medical  practice  for 
less  than  five  years  are  eligible  for  MSD-YPS 
membership.  The  YPS  will  provide  input  into 
MSD  policy  through  representation  in  the  MSD 
House  of  Delegates  and  will  provide  a mecha- 
nism for  the  representation  of  young  physicians 
at  the  American  Medical  Association. 

The  first  YPS  assembly  meeting  was  held  in 
September  at  the  Delaware  Academy  of  Medi- 
cine in  Wilmington.  Kent,  New  Castle  and  Sussex 
Counties  sent  representative  delegates  who  re- 
viewed the  bylaws  and  the  structure  of  the  section 
and  established  goals  for  the  assembly.  Plans 
were  discussed  to  establish  educational  pro- 
grams for  young  physicians  to  assist  in  medical 
practice  management,  the  business  of  medicine 
and  in  working  with  managed  care  organiza- 
tions. Assembly  members  determined  the  need 
to  define  the  role  of  the  YPS  in  graduate  medical 
education  and  in  continuing  medical  education. 


Political  action  by  and  on  behalf  of  young  physi- 
cians and  their  patients  was  identified  as  an  area 
in  which  many  physicians  do  not  participate.  As 
health  care  is  a highly  regulated  industry  influ- 
enced by  external  political  and  business  forces 
which  may  not  have  quality  patient  care  as  their 
priority,  the  need  exists  to  educate  young  physi- 
cians in  political  action  and  how  to  best  repre- 
sent the  needs  of  patients  and  physicians.  The 
YPS  also  made  a commitment  to  be  an  active 
and  visible  participant  in  community  activities 
with  a focus  on  children  and  the  younger  popu- 
lation. 

YPS  physician  recruitment  was  established  as  a 
high  priority.  Successful  involvement  of  Dela- 
ware physicians  in  the  organization  would  allow 
the  YPS  to  function,  and  to  be  recognized,  as  a 
strong  and  legitimate  representative  of  Dela- 
ware young  physicians.  Assembly  members 
agreed  to  contact  physicians  in  their  communi- 
ties to  discuss  section  membership.  A social 
function  and  reception  for  young  physicians  will 
be  held  in  conjunction  with  the  MSD's  Annual 
Meeting  on  Friday,  November  21,  1997,  with  a 
guest  from  the  American  Medical  Association  in 
attendance. 

Governing  council  elections  were  held  with  the 
following  results:  Michael  S.  Katz,  M.D.,  Chair- 
man; Kelly  S.  Eschbach,  M.D.,  Vice-Chairper- 
son; Thomas  P.  Barnett,  M.D.,  Secretary. 

Continued 
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Young  Physicians  Section  Update 


The  representative  assembly  ended  the  meeting 
optimistic  that  the  Young  Physicians  Section  will 
have  a positive  impact  on  improving  the  quality 
of  health  and  patient  care  in  Delaware  and  is 
looking  forward  to  working  with  and  represent- 
ing its  members  around  the  state.  Assembly 
members  are  available  to  meet  with  members 
and  prospective  members  for  discussion,  ques- 
tions or  comments  by  contacting  Mary  LaJudice 
at  the  Medical  Society. 

The  next  YPS  representative  assembly  meeting 
will  be  held  on  November21,  1997,  6:30  PM  at 
the  Medical  Society  of  Delaware.  All  young 
physicians  are  invited  to  attend  and  to  partici- 
pate in  the  meeting  and  the  reception  following. 

Medical  Society  of  Delaware  Young  Physicians 
Section : 

Michael  S.  Katz,  M.D.  - Chairman 

Kelly  S.  Eschbach,  M.D.  - Vice  Chairperson 

Thomas  P.  Barnett,  M.D.  - Secretary 

Evan  H.  Crain,  M.D. 

Delegate  New  Castle  County 

Theresa  J.  D'Amato,  M.D. 

Delegate  New  Castle  County 

David  Islam,  M.D. 

Delegate  Sussex  County 

Neil  S.  Kalin,  M.D. 

Delegate  New  Castle  County 

Carey  L.  Nathan,  M.D. 

Delegate  New  Castle  county 

Vincent  J.  Perotta,  M.D. 

Delegate  Sussex  County 

Thomas  Vaughn,  M.D. 

Delegate  Kent  County 
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Your  Success  is 
Our  Goal 

American  Medical  Association 
Organized  Medical  Staff  Section 
(AMA-OMSS) 
Assembly  Meeting 

▼ 

▼ 

▼ 

▼ 

▼ 

▼ 


• 

December  4-8, 1997 
Wyndham  Anatole  Hotel 
Dallas,  Texas 


To  succeed  in  today's  health  care  environment, 
your  medical  staff  needs  the  latest  information 
and  appropriate  skills  for  meeting  the  day-to- 
day  challenges  of  medical  practice.  By  attend- 
ing this  meeting,  you  can  learn  about: 

• Joint  Commission's  ORYX  initiative 

• CPT  coding  changes  and  self  audits 

• Measuring  and  managing  outcomes 

• Group  dynamics  and  team  building 

• Fraud  and  abuse  compliance 

• Advocating  your  issues  at  home 

• New  legislation  and  AMA  action 

• Medical  staff  reengineering  and  bylaws 

• Forming  a physician  organization 

• Patient  involvement  in  medical  decision- 
making 


Call  800-621-8335 

and  ask  for  the  Department  of 
Organized  Medical  Staff  Services. 
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57TH  ANNUAL  AMERICAN  OCCUPATIONAL 
HEALTH  CONFERENCE 

WHEN:  April  24  - May  1,  1998 

WHERE:  John  B.  Hynes  Veterans  Memorial 

Convention  Center  - Boston,  MA 

For  more  information,  please  contact  Kay  Coyne 
by  telephone  at  847-228-6850,  extension  1 52  or 
by  e-mail  at  kcoyne@acoem.org. 

12TH  ANNUAL  GERIATRIC  MEDICINE 
SYMPOSIUM 

WHEN:  Tuesday,  December  9,  1997 

WHERE:  Delaware  Academy  of  Medicine 

Building  - Wilmington,  DE 

Sponsored  by  the  Medical  Society  of  Delaware 
in  partnership  with  the  Delaware  Academy  of 
Family  Physicians  and  is  presented  in  coopera- 
tion with  the  Department  of  Family  and 
Community  Medicine  of  the  Christiana  Care 
Health  System.  No  preregistration  or  registra- 
tion fee.  If  you  need  to  leave  a telephone 
message,  please  dial  302-656-6396. 

PROFESSIONAL  COURTESY:  LEGAL  AND 
ETHICAL  ISSUES 

I came  across  this  article  in  The  Alabama  MD , a 
newsletter  published  by  The  Medical  Association  of 
the  State  of  Alabama  (MASA).  I found  the  article 
interesting  and  would  like  to  share  it  with  you.  Thank 
you  again  to  MASA  for  its  permission  to  reprint. 

— E.  Wayne  Marti,  M.D. 

MASA's  Third  Party  Grievance  Task  Force  recently 
considered  legal  and  ethical  issues  surrounding  the 
extension  of  professional  courtesy  or  "insurance 
only"  professional  discounts  in  the  treatment  of 
other  physicians  and  family  members. 


The  Task  Force  reviewed  Paragraphs  6.1  2 and 
6. 1 3 of  the  Current  Opinions  of  the  AM  A Council 
on  Ethical  and  Judicial  Affairs  which  conclude  that 
while  professional  courtesy  is  a long  standing  tra- 
dition in  the  medical  profession,  it  is  notan  ethical 
requirement. 

According  to  the  Opinions,  accepting  insurance 
payments  while  waiving  patient  copayments  may 
constitute  fraud.  The  Task  Force  also  examined 
Medicare  policy  concerning  the  routine  waiver  of 
deductibles  and  coinsurance  and  concluded- that 
such  waivers  may  violate  the  Medicare 
Anti -Kickback  Statute  and  are  not  protected  by  one 
of  the  applicable  safe  harbors. 

The  recently  enacted  Insurance  Portability  and  Ac- 
countability Act  of  1 996  defines  illegal  "remunera- 
tion" under  the  anti -kickback  statute  to  include  the 
waiver  of  all  coin  sura  nee  and  deductible  a mounts 
unless  the  following  conditions  are  met: 

(1 ) the  wavier  is  not  offered  as  part  of  an  adver- 
tisement or  solicitation, 

(2)  the  person  does  not  routinely  waive  coinsur- 
ance or  deductible  amounts,  and 

(3)  the  person  waives  the  coinsurance  and  de- 
ductible amounts  because  the  individual  is 
in  financial  need,  or  fails  to  collect  the 
a mounts  after  reasonable  col  lection  efforts. 

The  Task  Force  requested  an  opinion  of  the  AMA's 
Institute  for  Ethics  and  received  a response  from 
Stephen  R.  Latham,  J.D.,  Ph.D.  which  states:  "Each 
physician  may  decide  whetherto  grant  professional 
courtesy  in  any  given  case.  Legal  and  contractual 
obligations  may  interfere  with  physicians'  desire  to 
grant  courtesy,  however.  Courtesy  waivers  of 
copay- ments  or  deductibles  should  not  be  offered 
where  such  waivers  violate  insurance  agreements 
or  law." 

Medicare  allows  such  waivers  only  in  cases  where 
patients  a re  suffering  from  financial  hardship.  "Fail- 
ure to  collect  copayments  or  deductibles  from  a 
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specific  group  of  Medicare  patients  for  reasons  un- 
related to  indigency  is  specifically  mentioned  by  the 
office  of  the  Inspector  General  as  an  indication  of 
improper  waiver  under  Medicare  law." 

"Thus,  routine  failure  to  collect  copayments  or 
deductibles  from  physicians  would  (absent  show- 
ings of  indigency  justifying  the  waivers)  be  im- 
proper. Prosecutions  under  false  claim  or 
anti- kickback  rules  could  result." 


"Nothing  in  the  laws  orthe  code  of  medical  ethics 
(nor,  I suspect,  in  any  private  insurance  agreement) 
prevents  physicians  from  offering  professional 
courtesy  if  they  bill  no  one  forthe  services  provided, 
i.e.,  neitherthe  patient  northe  patient's  private  or 
government  insurer.  This  is  the  simplestand  safest 
way  to  extend  professional  courtesy.  It  is  possible, 
though,  that  physicians  may  have  entered  private 
agreements  with  their  group  practices,  managed 
care  organizations  or  malpractice  insurers  which 
limittheirability  to  offerfree  care." 


Private  Bankers 
For  Physicians 

A PROFESSIONAL  APPROACH 
TO  PERSONAL,  COMMERCIAL 
AND  PRACTICE  FINANCING 


Please  Call: 

Bob  Elder,  President 
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PETER  B.  BANDERA,  M.D. 
WILLIAM  C.  MURPHY,  D.O.,  LPT 


BOARD  CERTIFIED 

PHYSICAL  MEDICINE  & REHABILITATION 
EMG  / ELECTRODIAGNOSTICS 


Omega  Drive  D-74 
Newark,  DE 

(Directly  across  from 
Christiana  Hospital) 


TELEPHONE: 

(302)  777-7723 

FAX: 

(302)  777-3454 


Trolley  Square  B-11 
Wilmington,  DE 

(Near  St.  Francis  Hospital) 


MAXIMIZE  YOUR  PROFITS 

Financial 
Healthcare 
Services 

Services  designed  to  give  you  the 
most  Efficient  Accounts  Receivable 
Management  Service  offering 

BILLING 

FOLLOW-UP 

COLLECTION 


All  Aimed  At  Increasing  Profits! 


Christopher  Simendinger 
Vice  President 

Director  of  Patient  Accounting 
SIMM  Associates,  Inc. 
(302)  369-2121 


Don’t  let  estate 
taxes  take  your 
family  inheritance. 


Help  provide  your  heirs  with  the  cash  to  pay! 

► The  federal  government  can  take  up  to  half  of  many  estates. 

► When  the  second  person  in  a married  couple  dies,  taxes  are  generally 
due  in  nine  months.  Where  will  your  estate  get  the  money? 

► Transamerica  Occidental’s  TransSurvior™  Life  115 
life  insurance  policy  can  provide 
the  funds  generally  free  of  federal 
income  tax * when  they’re  needed! 

If  your  estate  is  over  $3  million,  call  for 

a confidential,  no  obligation  proposal. 


(800)  633-8584 

Lester  Smalls,  Jr. 

Transamerica  Life  Companies 
300  Bellevue  Parkway,  Suite  190 
Wilmington,  DE  19809 


Transamerica 

. OCCIDENTAL  LIFE 

The  power  of  the  Pyramid  is  working  for 


* Under  current  federal  tax  laws. 
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The  Delaware  Medical  Journal  is  a monthly 
publication  of  the  Medical  Society  of  Delaware. 
The  Journal  reaches  approximately  75  percent 
of  the  state's  physicians,  as  well  as  medical 
libraries,  and  hospitals;  its  circulation  is  approxi- 
mately 1 ,630. 

Full-,  half-  and  quarter-page  advertisements  are 
accepted.  Half-  and  quarter-page  ads  may  be 
either  vertical  or  horizontal.  The  Journal  can 
provide  such  services  as  four-color  or  matched 
color  ads;  camera  work  (halftones,  line  shots); 
and  typesetting. 

Closing  for  space  reservations  is  the  first  of  the 
month,  two  months  prior  to  publication.  Closing 
for  materials  is  the  first  of  the  month,  one  month 
prior  to  publication. 

All  advertisements  are  subject  to  approval  by  the 
Publications  Committee  of  the  Medical  Society 
of  Delaware. 

For  a media  kit  or  for  more  information,  call 
Kristine  Riccardino  at  302-658-7596  or  800- 
348-6800  (Kent  or  Sussex  Counties). 
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302-656-5555 

1700  Shallcross  Ave. 
Wilmington,  DE  19806 


The  Area's  Fastest  Growing  Staffing  Service 


578 


Del  Med  Jrl,  November  1997,  Vol  69,  No  11 


Specialized  technology. 
Personalized  care. 


Full-color  tomographic,  “Bull’s  eye”  and  3-dimensional  results  of  a Spect 
Thallium-201  perfusion  scan  help  determine  extent  of  myocardial  ischemia. 


Every  result  of  every  test  performed  at  the 
Cardiac  Diagnostic  Center  is  personally  inter- 
preted by  a cardiologist  — and  in  your  hands  in 
less  than  48  hours  — so  you  can  follow  up  with 
your  patient  as  soon  as  possible  and  begin  treat- 
ment, if  necessary. 

Cardiac  Diagnostic  Center,  a division  of 
Cardiology  Consultants,  P.A.,  performs  a broader 
range  of  non-invasive  cardiac  procedures  than 
any  other  diagnostic  center  in  the  area.  In  fact, 
the  above  illustrated  Spect  Thallium-201  perfu- 
sion scan  is  just  one  of  the 
many  fast,  reliable,  compre- 
hensive non-invasive  tests  we 
offer,  including: 


A 


• Electrocardiogram  (ECG) 

• Treadmill  Exercise  ECG  (Stress  Test) 

• Persantine  or  Dobutamine  Stress  Test 

• MUGAScan 

• Echocardiography  (Doppler  and  Color  flow) 

• 24-hour  Event  Recorder  (Holter) 

• 30-day  Event  Recorder  (Loop) 

• Stress  Echocardiography 

• 24-hour  Blood  Pressure  Monitor 

Call  (302)  994-6500  for  the  specialized  technology 
and  the  personalized  care  you  want  for  your 
patients.  Refer  them  to  the 

GIRDMC  Cardiac  Diagnostic  Center- 

DWGNOSTC 


> 


for  caring  beyond  technology. 


CENTER 


For  caring  beyond  technology 


Consultants: 

Kevin  M.  Boyle,  M.D. 

Arthur  W.  Colbourn,  M.D. 
Barry  S.  Denenberg,  M.D. 
Andrew  J.  Doorey,  M.D. 
Edward  M.  Goldenberg,  M.D. 
Richard  F.  Gordon,  M.D. 
Ronald  L.  Lewis,  D.O. 
Raymond  E.  Miller,  M.D. 
Michael  J.  Pasquale,  M.D. 


Paul  C.  Pennock,  M.D. 

David  Ramos,  M.D. 

James  M.  Ritter,  M.D. 
Michael  E.  Stillabower,  M.D. 
Henry  L.  Weiner,  M.D. 

Mark  R.  Zolnick,  M.D. 


3105  Limestone  Road 
Suite  202 

Wilmington,  DE  19808 
(302)  994-6500 

(Saturday  hours  available) 


3521  Silverside  Road 
Concord  Plaza 
Quillen  Building,  Suite  1A 
Wilmington,  DE  19810 
(302)477-6500 

Medical  Office  Building 
540  South  Governors  Avenue 
Suite  10  IB 
Dover,  DE  19904 
(302)672-1890 


What  if  your  investment  manager 
could  add  something  unique  to  your  portfolio? 


like  maybe  150  years  of  experience. 


For  more  than  150  years,  PNC  Bank  has  been 
helping  individuals  create  and  build  wealth. 
We  start  by  gaining  a thorough  understanding 
of  you  and  your  asset  management  and  estate 
planning  needs.  We  draw  upon  our  highly- 
regarded  investment  research — the  same  research 
used  by  over  250  other  investment  firms  around 
the  world — to  identify  opportunities  for  you. 


Then  we  apply  our  blended  investment  style 
and  disciplined  risk  management  process  to 
help  you  meet  your  investment  goals.  Finally,  our 
professionals  work  closely  with  your  legal,  insurance 
and  tax  advisors  to  develop  and  implement  an 
estate  plan  that  fully  meets  your  personal 
objectives.  Find  out  the  difference  our  experience 
can  make.  Call  John  Amalfitano  at  (302)  429-2025. 


PNC  PRIVATE  BANK 

SM 

Visit  us  on  the  World  Wide  Web.  Our  address  is  http://www.pncbank.com 


Investments  • Trusts  • Banking  Services 


PNC  Private  Bank  is  a service  mark  of  PNC  Bank  Corp.  Banking  and  trust  services  are  provided  as  follows:  Pennsylvania  and  Newjersey,  PNC  Bank,  National 
Association;  in  Massachusetts  and  Connecticut,  PNC  Bank,  New  England;  in  Delaware,  PNC  Bank,  Delaware;  in  Ohio  and  northern  Kentucky,  PNC  Bank,  Ohio, 
National  Association;  in  western  Kentucky,  PNC  Bank,  Kentucky,  Inc.;  in  Indiana,  PNC  Bank,  Indiana,  Inc.;  in  Florida,  PNC  Bank  FSB.  Members  FDIC. 
Brokerage  services  are  offered  through  PNC  Brokerage  Corp,  a registered  broker-dealer  and  member  SIPC.  PNC  Brokerage  Corp  is  a subsidiary  of 

PNC  Bank,  National  Association,  which  is  not  a broker-dealer. 
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Community  Imaging  Center 
At  limestone  Meets 
All  Your  Medical  Imaging  NeedSo 


Limestone  Medical  Center 

1941  Limestone  Road,  Suite  214 

Wilmington,  DE  19808 

Telephone:  (302)  892-6200 

Fax:  (302)  892-6206 

Internet:  www.communitymed.com 


David  S.  Grubbs,  M.D.,  FACC,  FACP 
Medical  Director 

Frank  DiGregorio,  CNMT,  RDMS 
Director  of  Diagnostic  Imaging 


Community  Imaging  Center  Offers: 


Therapy 

1- 131  Thyroid  Ablation 
Strontium/Bone  Metastases 

Cardiology 

Cardiovascular  Stress  Test 

2- D  Echocardiogram 
ECG 

Holter  Monitor 
Loop  Monitor 
Signal  Averaged  ECG 

Ultrasound 

Abdominal 

Breast 

Extremity 

Obstetrical 


Pelvic 

Retroperitoneal 

Testicular 

Thyroid 

Transvaginal 

Vascular  Ultrasound 

Arterial  Duplex  Scan 
Carotid  Duplex 
Venous  Duplex  Scan 

Nuclear  Medicine 

Abcess  Localization 
Brain  Scan 
Bone  Scan 
First  Pass 

Gastric  Emptying  Scan 


Gastrointestinal  (GD  Bleed  Scan 
Gated  Blood  Pool  (MUGA)  Scan 
Hepatobilary  (HIDA)  Scan 
Liver  and  Spleen  Scan 
Lung  Scan 
Meckel’s  Scan 

SPECT  Myocardial  Perfusion  Scan 
(Cardiolite  or  Thallium) 
Parathyroid  Scan 
Renal  Scan 
Testicular  Scan 

Thyroid  Carcinoma  Metastases 
Imaging 
Thyroid  Scan 
Tumor  Localization 


Offering  imaging  with: 


Cardiolite  i.v.persantw 


Prompt,  courteous  service  • Test  results  available  in  24  hours  or  less  • All  positive  tests  called  and  faxed 


There’s  a Community  Medical  Center  Near  You: 


Glasgow  Medical  Center 


2600  Summit  Bridge  Road 
Newark  (302)  836-8350 
Ambulatory  Surgery 
Medical  Aid  Unit 
Laboratory 
X-Ray 


Silverside  Medical  Center 


2700  Silverside  Road 
Wilmington  (302)  478-1100 

Medical  Aid  Unit 

Laboratory 

X-Ray 


Limestone  Medical  Center 


1941  Limestone  Road 
Wilmington  (302)  992-0500 

Medical  Aid  Unit 

Laboratory 

X-Ray 

Ambulatory  Surgery 
Community  Imaging  Center 
Nuclear  Medicine 
Ultrasound 
Cardiology 
Therapy 


jgfommimity 
Medical  (are,  \nc 

Serving  and  managing  the  outpatient  needs  of  the  community 
with  quality,  affordable  medical  care  since  1978 


nmtmity  Tmaging  (enter 


A division  of  Community  Medical  Care,  Inc. 


ty  Jmaging  (enter 

a division  of  Community  Medical  Care,  Inc. 


ARE  YOUR  FEMALE  PATIENTS  GETTING  THE  BEST 
POSSIBLE  MYOCARDIAL  PERFUSION  TESTS? 

JACC  VOL.  29,  No.  1 

(Journal  American  College  of  Cardiology) 

JANUARY  1997:69-77 


“Comparative  Diagnostic  Accuracy  of  Tl-201  and  Tc-99m  Sestamibi  SPECT  Imaging  (Perfusion  and 
ECG-Gated  SPECT)  in  Detecting  Coronary  Artery  Disease  in  Women” 

Conclusions:  Thallium-201  and  Tc-99m  Sestamibi  myocardial  perfusion  scintigraphic  studies  have 
similar  sensitivities  in  the  detection  of  CAD  in  women.  However,  the  specificity  of  Tc-99m  Sestamibi  is 
significantly  higher  than  that  of  Tl-201.  This  specificity  is  further  enhanced  by  the  use  of  ECG-Gated 
SPECT  Tc-99m  Sestamibi  imaging. 


Community  Imaging  Center  was  the  first  lab  in  Wilmington  to  routinely 
perform  ECG-Gated  SPECT  using  Tc-99m  Sestamibi  (CARDIOLITE)™ 
on  all  patients.  ECG-Gated  SPECT  provides  perfusion,  wall  motion  and 
Ejection  Fraction  in  one  study. 


HERE  IS  WHAT  OUR  PATIENTS  HAVE  TO  SAY  ABOUT  US 

“Last  Friday,  I had  a Cardiolite  stress  test  at  your  facility.  This  could  have  been  an 
awkward  and  unpleasant  experience;  but  due  to  the  professionalism  and  courtesy 
exhibited  by  the  employees  of  your  Center,  I felt  comfortable  and  reassured.  Please 
accept  my  thank  you  and  gratitude.  I will  pass  my  opinion  on  to  my  doctor  (...)  and 
remain  sincerely  (...)”. 

• Prompt,  courteous  service  • Test  results  available  in  24  hours  or  less  • All  positive  tests  called  and  faxed 


We  participate  with  virtually  all  insurance  carriers 


Phone:  302-892-6200  Fax  302-892-6206  Internet:  www.communitymed.com 
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Instructions  to  Authors 

The  Delaware  Medical  Journal  (DMJ)  is  owned  and  published  by  the 
Medical  Society  of  Delaware  as  a medium  of  communication,  education  and 
expression  for  its  members,  and  also  for  others  striving  for  excellence  in 
medical  practice.  Articles  in  the  DMJ  are  intended  to  be  scientific  and 
educational  and  are  not  intended  to  reflect  standards  of  medical  care.  All 
material  published  is  under  copyright.  On  receipt  of  material  submitted  for 
publication,  a suitable  release  form  will  be  sent  for  signature  by  all  authors. 

Scientific  articles  on  medical  matters  are  especially  welcomed,  including  case 
reports,  clinical  experiences,  observations  and  information  on  matters 
relevant  to  medical  practice.  Other  material  may  also  be  accepted  if  the 
editorial  staff  deems  it  of  interest  to  DMJ  readers.  All  submissions  should 
include  a brief  summary. 

It  is  highly  recommended  that  authors  familiarize  themselves  withDM/  style 
before  submitting  manuscripts  for  consideration. 

All  material  for  publication  should  be  submitted  on  a 3 1/2"  computer  diskette 
in  WordPerfect  6.0  or  Word  6.0.  A printout  of  the  manuscript  must 
accompany  the  disk.  Manuscripts  may  also  be  submitted  in  paper  form 
(typed  or  printed  out  on  good-quality  paper  - one  side  only,  double-spaced, 
one-inch  margins),  though  computer  diskis  preferable.  The  ideal  manuscript 
length  is  two  to  12  pages.  Up  to  12  references  per  manuscript  will  be 
accepted,  each  keyed  with  superscripts  in  the  text  in  the  order  cited.  The 
format  should  follow  that  used  in  the  Index  Medicus.  Authors  are 
responsible  for  the  accuracy  of  the  citations. 

Graphs,  charts  and  black-and-white  glossy  photographs  are  accepted  if 
important  to  the  understanding  of  the  text,  but  should  not  exceed  four  or  five 
pieces.  Each  should  have  a label  affixed  on  its  back  indicating  its  name, 
number,  and  “top.”  A separate  legend  should  be  provided  for  each.  Do  not 
write  on  the  back,  or  scratch  or  mar  them  using  paper  clips.  Do  not  mount 
them  on  cardboard. 

Photos  of  patients  should  generally  be  taken  in  a way  that  obscures  the 
patient’s  identity.  Photos  in  which  a patient’s  face  must  be  clearly  seen, 
however,  must  be  accompanied  by  signed  release  forms. 

All  manuscripts  are  reviewed  by  the  editor  and  all  scientific  articles  are  then 
sent  for  peer  review  by  members  of  the  Editorial  Board  and/or  other 
appropriate  physicians.  The  usual  processing  time  to  publication  is  two  to  four 
months,  though  in  some  circumstances  this  may  be  longer  or  shorter. 
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A PHYSICAL 
CHECK  UP  IS 
IMPORTANT. 

SO  IS  AN 
INSURANCE 
CHECK  UP. 


When  a patient  tells  you,  “I  can’t  take  the  time  for  a check  up,”  your  response 
usually  goes  something  like,  “You  have  to  make  time  for  your  own  health.” 

The  same  holds  true  with  your  insurance  program.  We  know  you’re  busy,  but  “You 
have  to  make  time  for  the  health  of  your  protection.”  We  can  save  you  time  (and 
money)  by  handling  all  your  insurance  needs . . . professional  and  personal. 

Also,  when  you  use  MSDIS/PLI/ZUTZ,  the  Medical  Society  benefits  as  well. 

Call  MSDIS/PLI/ZUTZ  at  658-8000  today, 

An  insurance  check  up  today  could  prevent  a major  financial  crisis  tomorrow. 


Medical  Society  of  Delaware  Insurance  Services,  Inc 
1925  Lovering  Avenue  • Wilmington,  DE  19806 
571-0986 


Advanced  MRI  Imaging 
at  two  Locations 

Largest  aperture  (60cm>,  incredible  detail 

The  General  Electric  HORIZON  1.5T  HiSpeed  imager  is  now  available  at 
Omega  MRI  and  the  GE  HORIZON  LX  1.5T  HiSpeed  imager  at  Wilmington  MRI. 


GE  Horizon  LX  1.5T  HiSpeed  imager 


The  Advantages  include;  larger  bore  opening 
(60cm  as  compared  to  open  MRI  47cm) 
allowing  greater  comfort  fo] 
claustrophobic  patients, 
highest  possible  image 
quality,  plus  new  exams, 
such  as,  MR  Urography, 

MRCP  and  3D  contrast 
enhanced  MR  angiography. 

angiogram 


Early  stroke  detection 

Brain  perfusion  can  be  evaluated  by  using 
first-pass  Gadolinium 
without  a radioactive 
substance,  thereby,  aid- 
ing in  the  early  detection 
of  brain  tumors  or  lesions. 

This  image  shows  a CVA 
not  detected  on  routine 
MRI  or  CT. 


early  stroke 


Diffusion  weighted  images  can  demonstrate 
an  infarct  6-24  hours  prior  to  a routine  CT  or 
MRI.  Proton  Spectroscopy, 

MRS  (non-invasive  chemi- 
cal biopsy)  shows  elevated 
lactate  levels.  The  greatest 
potential  of  this  technology 
is  accurate  stroke  detect- 
ion, allowing  for  early 
definitive  therapy. 


Diagnostic  Imaging  Associates  full  range 
of  out-patient  imaging  services  include: 

• 1.5  Tesla  MRI  (two  magnets) 

• Spiral  CT  scanning 

• Ultrasound  including  Color  Doppler 

• Fluoroscopy  with  digital  RF 

• Mammography  with  Senographe  DMR 

• Nuclear  Medicine  and  General  X-ray 


For  information  and  the  office  nearest  you,  please  call  302-425-4DIA. 


Web  page  http://members.aol.com/diaxray/diahome.html 


Diagnostic  Imaging  Associates,  PA 

Brandywine  Imaging  Center  • 701  Foulk  Road  • Suite  E-1  • Wilmington  • 654-5300 

Omega  Imaging  Associates  • 1-6  Omega  Professional  Center  • Newark  • 738-9300 

Omega  Magnetic  Resonance  Imaging  Center  • L-6  Omega  Professional  Center  • Newark  • 738-9300 

Omega  Medical  Center  • K-15  Omega  Professional  Center  • Newark  • 368-5100 

Omega  Nuclear  Diagnostic  Center  • K-15  Omega  Professional  Center  • Newark  • 368-8150 

Pike  Creek  Imaging  Center  • 3105  Limestone  Road  • Suite  106  • Wilmington  ■ 995-2037 

Wilmington  Magnetic  Resonance  Imaging  Center  • 1020  Union  Street  • Wilmington  • 427-9855 
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Christiana  Care  Imaging  Services 
has  two  locations  to  serve  you. 

State-of-the-art  mammography, 
x-ray  and  ultrasound  services  are 
available  at  our  new  location 
in  Foulkstone  Plaza  in 
Brandywine  Hundred. 

Most  insurance  companies  accepted. 

Accredited  by  the  American  College 
of  Radiology. 


FOULKSTONE  PLAZA 
1401  FOULK  ROAD 
WILMINGTON,  DE  1 9803 
302-477-4300 

MEDICAL  ARTS  PAVILION 
4751  OGLETOWN-STANTON  ROAD 
NEWARK,  DE  19713 
302-731-9800 

Christiana  Imaging  Center  is  now 


For  centralized  scheduling  call:  302-731-9860 


$ 


Christiana  CAre 

Imaging  Services 


Greetings 


Greetings  to  all  members  of  our  Society: 

I would  like  to  start  my  first  communication  by 
thanking  you  for  bestowing  the  privilege  and 
honor  of  serving  the  Medical  Society  as  your 
president  in  1998.  There  are  many  challenges 
and  opportunities  for  us  in  the  coming  year. 

The  Society's  subsidiaries  will  have  a crucial  year. 
Credentialing  Connection  will  be  challenged  to 
become  a fully  operational  unit  and  the  Board 
has  committed  significant  resources  in  1 998  to 
achieve  success.  Med-Net  also  faces  an  impor- 
tant year  after  nurturing  the  development  of  two 
independent  physician  organizations. 

The  Physician  Advocacy  Program  under  the  new 
leadership  of  Joanne  Benedetto  will  continue  to 
provide  insight  and  programs  to  deal  with  the 
changing  practice  environment.  One  can  ex- 


pect increasing  regulatory  oversight  of  the  prac- 
tice of  medicine  in  1998  as  evidenced  by  the 
new  Evaluation  and  Management  Coding  re- 
quired on  January  1 . 

President  Elect  Martin  Begley  will  preside  over 
the  MSD  Strategic  Planning  Committee  and  de- 
velop a MSD  blueprint  for  the  twenty-first  cen- 
tury. In  addition,  I hope  to  create  a leadership 
development  program  to  prepare  future  officers 
of  the  society. 

Legislative  activity  will  again  be  prominent  in 
MSD  activities.  Patient  protection  legislation 
appears  to  be  gaining  support  and  your  Society 
will  again  be  a leader  in  promoting  these  ide- 
als. 

Most  importantly  I believe  our  Society  should 
serve  as  the  ideologic  center  to  articulate  and 
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promote  the  health  of  our  community  and  our 
profession.  Our  professional  ideals  will  be  uti- 
lized through  patient  advocacy,  public  health 
advocacy,  medical  knowledge,  medical  practice 
ethics,  and  medical  business  ethics.  The  Soci- 
ety will  also  need  to  be  sensitive  to  the  chang- 
ing practice  needs  of  all  members. 

Change  will  certainly  occur  in  1 998  and  will  likely 
occur  rapidly.  With  this  change  will  come  op- 
portunity. Your  Society  will  anticipate  change, 
analyze  change,  and  provide  guidance  to  all 
members  to  find  opportunity. 


I hope  that  all  members  of  our  Society  will  re- 
main committed  to  and  passionate  about  our 
profession  and  become  involved  in  MSD  activi- 
ties to  meet  our  professional  challenges  and 
obligations  in  1 998. 


Best  Regards, 


NOTHING  ELSE 
MATTERS. 


Help  the 
American  Lung 
Association 
fight  lung  disease. 


AMERICAN 

LUNG 

ASSOCIATION, 


Space  contributed  by  the  publisher  as  a public  service. 
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Recovery  at  home 
just  got  a little  easier. 


Home  Medical  Equipment  is 

often  an  essential  component 
in  a patient’s  plan  of  care  — 
especially  home  care.  What  could  be 
more  natural  than  Home  Medical 
Equipment  from  the  Visiting  Nurse 
Association? 

We  have  combined  the  quality, 
efficiency,  and  cost-effectiveness  of 
VNA  home  healthcare  services  with 
Home  Medical  Equipment.  Now 
with  one  phone  call,  you  can  bring 
complete  home  healthcare  to  your 
patients. 

Statewide  and  regional  free 
delivery,  professional,  guaranteed  four- 
hour  delivery,  and  contracts  with  most 
healthcare  plans. 

Call  1-888-VNA-0001. 


vna 


Visiting  Nurse 
Association 

IdelawareI  of  Delaware 
75  Tears  of  Caring 


Fas  t Facts 


Princeton  Insurance  Company 


Three  Reasons  to  Choose  Princeton 

2) 


When  it  comes  to 
professional  liability 
insurance,  there's 
more  to  think  about 
than  price.  After  all,  a 
lower  rate  doesn't 
replace  the  need  for 
sound  protection. 
Consider  these 
reasons  for  choosing 
Princeton: 


1) 


The  Princeton 
Insurance 
Companies  have 
a long-lasting 
commitment  to 
policyholders — 
more  than  20 
years  overall. 


3) 


We  have  an 
excellent  reputa- 
tion for  defend- 
ing insureds 
against  meritless 
claims  and  a 
strong  record  of 
success  in  court. 
In  1996,  our 
policyholders 
won  94  percent 
of  the  profes- 
sional liability 
cases  that  were 
resolved  by  the 
courts. 

Princeton  offers 
the  stability  of 
responsible  rate- 


setting, including 
preferred  rates 
for  doctors  with 
favorable  claims 
experience. 

"Though  price  is 
more  of  a deciding 
factor  than  ever,"  says 
Marketing  Manager 
Jim  Yeatts,  "it's  very 
important  to  look  at 
the  intangible  benefits 
you  get  for  your  insur- 
ance dollar,  too — the 
coverage  choices, 
policy  provisions, 
diligent  defense 
against  meritless 
claims  and  risk 
management  support." 


We're  Rated  'Excellent'  by  A.M.  Best 


For  the  fourth 
consecutive  year, 
Princeton  Insurance 
Company  has  received 
an  "A-"  (excellent) 
rating  from  A.M.  Best 
Company,  Inc.,  an 
independent  organiza- 
tion that  monitors  the 
financial  stability  of 


insurance  companies. 

The  Best  rating  is 
based  on  Princeton's 
1996  operating  and 
financial  results. 
Princeton  and  its 
parent  company 
together  rank  as  the 
nation's  eleventh- 
largest  medical 


malpractice  insurer, 
with  policyholders  in 
the  mid-Atlantic 
region  numbering 
almost  25,000. 


Protect  Your 
Office  Staff 

Competitively 
priced  workers' 
compensation 
coverage  is  now 
available  from 
Princeton  Insurance 
Company.  We  have 
provided  workers' 
compensation 
insurance  to 
New  Jersey  hospitals 
since  1982  and  more 
recently  began 
offering  the  coverage 
to  doctors'  offices 
and  small  businesses 
in  the  mid- Atlantic 
region. 

Our  workers' 
compensation  policy 
may  be  purchased 
by  itself  or  along 
with  professional 
liability  insurance. 
For  details,  please 
return  the  coupon 
below. 


How  to  Reach  Us 


1 YES!  I would  like  more  information  about: 

^ □ Professional  liability  insurance 
! □ Workers’  compensation  insurance 

I 

I Name: 

, Specialty: 

Address: 

I City: 


4 North  Park  Drive 
Hunt  Valley,  MD  21030 

(800)  757-2700 
(410)  785-0900 


746  Alexander  Road, 
Princeton,  NJ  08540 

(800)  433-0157 
(609)  452-9404 


State,  Zip: 

Phone  Number: 


Visit  us  on  the  Internet  at:  http://www.pinsco.com 


Mail  to:  Princeton  Insurance  Company 

Communications  Department  - DMJ 
P.0.  Box  5322,  Princeton,  NJ  08543-5322 


SCIENTIFIC  ARTICLE 


What  Is  Being  Done  About  Delaware's 
High  Cancer  Death  Rate? 

(1988  through  June  1997) 

Robert  W.  Frelick,  M.D. 


ABSTRACT 

After  more  than  ten  years  of  studies  of  Delaware’s 
high  cancer  death  rates  by  Delaware’s  Division  of 
Public  Health , few  of  the  recommendations  to  reduce 
the  excessive  number  of  cancer  deaths  have  been 
understood  or  adopted.  Although  rural  Sussex 
County’s  cancer  death  rate  is  higher  than  the  other 
two  counties  (except  for  lung  cancer),  and  Delaware 
has  only  a few  more  cancers  per  population  than  the 
national  average,  industrial  toxins  commonly  con- 
tinue to  be  blamed  for  the  State’s  high  cancer  mortal- 
ity rate.  People  are  still  not  persuaded  that  over  the 
long  run,  cancer  deaths  would  be  cut  by  adopting 
healthy  life  styles  to: 

1.  Reduce  exposures  to  tobacco  (by  far  the  most 
significant  intervention), 

2.  Stick  to  low  fat,  high  fiber  diets, 


Robert  W.  Frelick,  M.D  specializes  in  medical  oncology  and  is 
in  practice  at  the  South  Jersey  Regional  Cancer  Center  in 
Millville,  New  Jersey. 


3.  Have  regular  screening  for  cancers  with  appropri- 
ate tests 

4.  Seek  medical  attention  for  early  symptoms  of 
cancer. 

This  review  is  seeking  to  emphasize  the  importance 
of  implementing  the  repeated  recommendations  to 
reduce  cancer  mortality  in  Delaware  without  asking 
for  another  study,  and  to  stress  that  health  behavior 
education  at  home  and  in  the  schools  is  a cost 
effective  way  to  initiate  the  adoption  of  healthy  life 
styles  to  reduce  the  risk  of  getting  cancer  and  dying 
from  it.  Efforts  in  the  schools  should  be  continued  by 
extending  health  promotion  activities  to  workplaces, 
doctors'  offices,  and  to  the  general  public  with  a focus 
on  senior  citizens.  Universal  access  to  health  care 
will  be  needed  especially  for  the  poorly  educated  with 
limited  fiscal  resources  who  are  most  at  risk.  Dela- 
ware needs  action,  not  more  studies,  to  reduce  its 
high  cancer  death  rate. 
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INTRODUCTION 

This  is  a review  of  numerous  recommendations 
from  many  studies  made  since  1 990  to  help  the 
people  of  Delaware  understand  that  the  State's 
high  cancer  death  rates  are  chiefly  related  to 
unhealthy  life  styles  which  can  be  improved  by 
eliminating  exposures  to  tobacco,  adopting 
healthy  diets,  increasing  exercise,  taking  advan- 
tage of  cancer  screening  opportunities,  and 
seeking  medical  care  for  the  early  symptoms  of 
cancer.  Excessive  cancer  deaths  cannot  be 
blamed  on  industrial  toxins  in  the  air,  water 
supply,  or  food.  The  studies  repeatedly  show 
why  those  findings  are  accurate,  and  why  taking 
actions  based  on  the  reports'  recommendations 
can  reduce  unnecessary  cancer  deaths  in  Dela- 
ware. 

Ten  years  ago  the  American  Cancer  Society's 
yearly  review  of  Cancer  Incidence  and  Death 
rates1,2  showed  that  Delaware  had  the  highest 
death  rates  from  Cancer  in  the  fifty  states,  al- 
though the  District  of  Columbia  was  worse. 
Many  physicians  and  legislators  as  well  as  the 
general  public  have  had  a hard  time  understand- 
ing that  Delaware's  high  cancer  mortality  rate  is 
not  related  to  an  overall  increase  in  the  number 
of  new  cancers  found  each  year,  except  for  lung 
cancer.  Many  of  the  excess  deaths  are  due  to 
high  smoking  rates  with  the  expected  increased 
number  of  lung  cancers,  most  of  which  cannot  be 
cured.  That  is  why  reducing  exposure  to  tobacco 
is  so  important,  as  can  be  seen  from  Utah's3 
experience.  Its  annual  report  recognizes  that 
having  the  lowest  cancer  mortality  rate  in  the 
United  States  is  largely  due  to  the  fact  that  it  also 
has  the  lowest  percentage  of  smokers  and  lung 
cancers.  Other  causes  of  excess  cancer  deaths 
can  be  related  to  poor  diets  and/or  delayed 
diagnosis  and  treatment. 


BACKGROUND 

In  1 990  the  Delaware  Department  of  Health  and 
Social  Services  published  Cancer  Control  Strat- 
egy for  the  Nineties.  4 It  used  State  Cancer 


Registry  5 and  State  Vital  Statistics  figures  6 to 
compare  Delaware's  1982-86  rates  for  cancer 
incidence  and  mortality  to  national  rates.  Using 
well  accepted  international  estimates  of  factors 
thought  to  be  responsible  for  the  development  of 
cancer,  the  report  emphasized  that  these  were: 
Diet,  thirty-five  percent;  Tobacco,  thirty  percent, 
Sexual  Behavior,  seven  percent;  Occupation, 
four  percent;  Alcohol,  three  percent;  Pollution, 
three  percent;  Industrial  Products,  one  percent; 
and  Medical  Procedures,  one  percent. 

Comparison  of  the  age  adjusted  Delaware  inci- 
dence rates  and  the  National  Cancer  Institute's 
(NCI)  Surveillance,  Epidemiology,  and  End  Re- 
sults (SEER) 7 rates  arefoundinTablel.  Delaware's 
incidence  rates  were  not  significantly  greater 
than  the  National  SEER  rates  during  those  years. 
Table  II  focuses  on  the  major  differences  be- 
tween Delaware  and  SEER  in  the  frequency  of 
late  diagnoses,  and  five-year  survival  rates.  Table 
III  compared  the  major  mortality  differences 
between  Delaware  and  the  U.S.  Delays  in  diag- 
nosis of  cancer  almost  invariably  result  in  poorer 
survival  rates  and  higher  death  rates  as  com- 
pared to  early  detection  and  effective  treatment 
of  cancer  in  its  early  growth  phase.  Major  racial 
differences  in  certain  sites  are  outlined  in  the 
Early  Diagnosis,  Five-Year  Survival,  and  Mortal- 
ity tables. 


Table  I.  Major  Differences  between  Delaware  and  SEER 


Age  Adjusted  Cancer  Incidence  rates  per  1 00,000 
SITE  DELAWARE  SEER 


Lung 

White  male 
Black  female 

92.60 

34.82 

81.95 

26.38 

Colon 

White  male 
White  female 

45.48 
49  88 

39.55 

42.27 

Rectum 

White  male 

21.41 

18.62 

Melanoma 

White  male 
White  female 

14.09 

12.39 

11.18 

9.99 

Cervix 

10.91 

9.17 

Esophagus 

White  male 

6.61 

4.08 
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In  Delaware  35  percent  of  men  smoked  versus 
national's  3 1 percent,  and  28  percent  of  women 
smoked  versus  25  percent  nationally.  Black  men 
smoked  about  ten  percent  more  than  whites  in 
1 985. 8 


1990  STATE  STRATEGY  FOR  CANCER 

CONTROLS * 1 2 3  4 FOR  THE  NINETIES 

The  1 990  State  Strategy  for  Cancer  Controls  for 

the  nineties  included: 

1.  Surveillance 

• Collect  incidence  to  evaluate  progress  by 
site, stage,  age,  and  race  since  finding  early 
stage  cancers  predicts  fewer  deaths 

• Document  and  analyze  cancer  mortality 
data 

• Use  the  Center  for  Disease  Control's 
(CDC)  Behavior  Risk  Factor  State  Surveys 
(BRFSS)  to  collect  health  behavior  informa- 
tion 

■ Assess  environmental  risk  factors 

2.  Prevention 

• Decrease  the  use  of  tobacco 

• Adopt  a low  fat  and  high  fiber  diet 

• Use  sun  screens 

• Control  environmental  carcinogens 

3.  Early  Detection 

• Increase  the  use  of  mammograms 

• Increase  the  use  of  pap  smears 

• Do  barium  x-rays  and/or  endoscopic  pro- 
cedures for  positive  stool  blood  tests 

4.  Diagnosis/Treatment/  Rehabilitation/Survival 

■ Monitor  early  as  well  as  delayed  diagnoses 
of  cancers 

• Increase  health  professional  awareness  of 
screening  early  diagnosis,  and  knowledge 
about  optimum  management  options. 

• Monitor  mortality  rates  to  define  areas 
needing  more  attention 

• Upgrade  advances  in  treatment  such  as 
adjuvant  therapy  and  simpler  surgery 


Table  II.  Major  Differences  between  Delaware  and  SEER 


Frequency  of  late  diagnosis  (percentage) 

LATE 

DIAGNOSIS 

DELAWARE 

SEER 

Breast  (local) 

White 

45.45 

49.00 

Black 

32.00 

41.00 

Cervix  (local) 

White 

33.30 

43.00 

Lung  (distant) 

White 

45  00 

40.00 

Black 

44.60 

40.00 

Prostate  (distant) 

White 

26.00 

18.25 

Black 

36.60 

29.30 

Rectum  (distant) 

White 

21.00 

17.20 

Black 

32.30 

23  00 

Bladder  (distant) 

White 

5.00 

3.00 

5 Year  Relative  Survival  Rates  in  Delaware  (percentage) 

SITE 

WHITE 

BLACK 

Prostate 

60.00 

35.00 

Uterus 

81.00 

44.00 

Bladder 

67.00 

34.00 

• Promote  physician  involvement  in  preven- 
tion by  promoting  healthy  life  styles 

• Advocate  clinical  research  trials,  especially 
among  minorities 

In  1991  Delaware's  State's  Cancer  Registry  and 
Vital  Statistics  Reports  for  1982-87 910  urged 
that  lung  cancer  be  prevented  through  the  re- 
duced use  of  tobacco.  It  also  recommended 
improved  diets,  screening  mammograms  and 
pap  smears,  reduced  abuse  of  alcohol  and 
exposure  to  the  sunlight.  That  report  recognized 
the  importance  of  genetic  factors  in  the  develop- 
ment of  cancer,  and  emphasized  the  need  to 
improve  access  to  health  care  to  supplement 
early  diagnosis  and  treatment.  The  report  out- 
lined the  special  problems  of  Sussex  County,  and 
the  need  to  alert  senior  citizens  to  their  increased 
risk  with  advancing  age.  It  blamed  the  high 
cancer  death  rates  in  blacks  on  limited  education 
and  fiscal  resources. 
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Table  III.  Major  Differences  Between  Delaware  and  US 
Five-Year  Vital  Statistic  Mortality  Rates 


Age  adjusted  rates  per  1 00,000 

SITE 

DELAWARE 

US 

Respiratory 

White  Males 

66.10 

58.80 

Non-White  Males 

108.10 

73.90 

Females 

41.50 

19.70 

Breast 

Non-White 

42.90 

38.30 

Digestive 

White  Males 

33.30 

22.40 

Genital 

White  Males 

16.00 

16.00 

In  January,  1 994,  the  Division  of  Public  Health's 
publication11  Healthy  Delaware  2000  priori- 
tized feasible  interventions  to  reach  specific  health 
objectives  by  the  year  2000.  It  emphasized  breast, 
cervical,  colorectal,  lung,  and  prostate  cancers 
because  of  their  prospects  for  improvement 
through  prevention,  screening,  early  diagnosis 
and  treatment.  The  interventions  recommended 
were  similar  to  those  of  the  1 990s,  but  the 
importance  of  exercise,  safe  workplaces,  and 
healthy  sexual  behavior  were  given  more  promi- 
nence than  in  1 990. 

In  June,  1994,  A Cancer  Task  Force  Report 12 
was  published  by  the  Governor's  Task  Force  on 
Cancer  formed  in  August,  1993,  in  response  to 
the  Senate  Joint  Resolution  (SJR  1 7)13  question- 
ing Delaware's  high  cancer  mortality  rate.  A 
summary  of  the  report's  data  and  recommenda- 
tions follows: 

Fifteen  hundred  cancer  deaths  per  year  made 
cancer  the  second  leading  cause  of  death  in  the 
State.  Fifty-eight  percent  of  the  cancer  deaths 
occurred  in  five  major  sites:  lung,  breast,  colo- 
rectal, prostate,  and  bladder.  (See  Table  IV) 
There  was  a steady,  slight  increase  in  incidence 
over  the  years,  with  Delaware's  being  a little 
higher  than  SEER's.  Both  Delaware,  and  SEER 
had  greater  increases  in  incidence  among  blacks 
than  whites,  but  Delaware's  black  rates  were 
significantly  higher  than  SEER's.  Of  the  esti- 
mated 1 56  excess  deaths  per  year  from  cancer, 
72  percent  were  from  the  five  major  sites.  Those 
five  cancers  had  proportionally  more  deaths  as 


compared  to  national  averages  than  most  other 
cancer  sites. 

For  lung  cancer,  Delaware  had  54  more  deaths 
than  the  national  average.  It  was  out  of  propor- 
tion in  Sussex  County,  and  statewide  in  women. 
Over  40  percent  of  the  lung  cancers  were  in 
advanced  stages.  Delaware's  lung  cancer  inci- 
dence was  also  higher  than  SEER's,  especially  in 
men,  with  over  40  percent  diagnosed  in  ad- 
vanced stages. 

For  colorectal  cancers,  Delaware's  incidence 
rates  were  declining,  but  were  still  higher  than 
SEER's,  and  the  mortality  rates  were  consistently 
higher  than  the  national  average,  with  an  excess 
of  25  deaths  per  year.  The  highest  rates  were  in 
Kent  County. 

Breast  cancer  incidence  rates  rose  some  for  both 
Delaware  and  SEER  , but  Delaware's  mortality 
rate  was  higher,  showing  an  excess  of  19  breast 
cancer  deaths  per  year. 

Prostate  cancer  deaths  were  slightly  higher  than 
the  U.S.  with  black  rates  much  higher  than  white. 
There  were  an  estimated  1 1 excess  prostate 
cancer  deaths  per  year.  Because  of  PSA  testing, 
the  reported  incidence  rose  in  both  Delaware 
and  SEER. 

Bladder  cancer  mortality  had  decreased  slightly, 
with  an  estimated  excess  of  two  deaths  per  year. 

Five  year  survival  rates  for  both  SEER  and  Dela- 
ware were  about  the  same,  with  the  fewest 
survivors  of  lung  cancer  in  Sussex  County  and  in 
the  city  of  Wilmington,  where  more  lung  cancers 
were  diagnosed  in  advanced  stages.  Blacks  had 
lower  survival  rates  for  all  of  the  five  studied 
cancers,  even  when  controlled  by  stage. 

Environmental  factors  could  not  be  directly  re- 
lated to  any  findings.  Benzene  was  the  only  large 
volume  chemical  carcinogen  released  in  the  air 
in  Delaware,  but  there  was  no  increased  inci- 
dence of  leukemia,  the  cancer  usually  associ- 
ated with  that  chemical. 
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The  June,  1994  Task  Force  Report  recognized 
that  excess  fat  intake  and  a positive  family  history 
for  prostate  cancer  were  risk  factors  for  the 
prostate. 

The  report  concluded  that  Delaware's  overall 
incidence  of  cancer  was  only  slightly  higher  than 
the  national  average,  so  that  "looking  for  and 
reducing  factors  which  cause  cancer  would  not 
be  an  effective  way  to  reduce  cancer  deaths  with 
the  exception  of  lung  cancer."  Therefore,  efforts 
to  prevent  lung  cancer  by  keeping  young  people 
from  starting  to  use  tobacco,  and  getting  older 
smokers  to  quit,  had  a real  promise  for  eliminat- 
ing the  "excessive  number  of  lung  cancer  deaths 
and  reducing  the  overall  cancer  death  rate  in  the 
state."  For  the  other  targeted  cancers,  screen- 
ing, early  diagnosis,  and  effective  treatments 
should  be  a cost  effective  way  to  drop  Delaware's 
mortality  rates. 


4.  Expand  environmental  data  collection  and 
monitoring  for  carcinogens. 

5.  Increase  access  to  care  and  outreach  activi- 
ties for  the  medically  underserved,  especially 
minorities. 

Many  specific  objectives  were  modified  and 
brought  up  to  date  by  special  subcommittees  of 
the  Division  of  Public  Health's  Advisory  Council 
on  Cancer  Control  in  the  spring  of  1 996.14  They 
cited  the  barriers  to  acceptance,  and  clarified 
which  groups  should  be  responsible  for  monitor- 
ing and  implementing  the  objectives.  They  advo- 
cated an  increased  excise  tax  on  tobacco,  rais- 
ing the  legal  age  for  tobacco  use  from  1 8 to  2 1 
(through  IMPACT,  a new  public  private  coalition 
to  reduce  the  use  of  tobacco  in  Delaware), 
accelerating  drug  prevention  education  (includ- 
ing tobacco),  using  existing  resources  for  smok- 


The  1 994  Cancer 

Task  Force  Report  TablelV.  Major  sites  of  cancer  with  differences  in  incidences  and  deaths  Delaware  and  National 

had  five  ma  jor 
recommendations: 


1 


lance  of  occupa- 
tionally related 
cancers. 


Age  adjusted-incidence/100,000 


Age  adjusted-Mortality  /1 00,000 


SITE 


DELAWARE 


SEER 


DELAWARE 


U.S. 


EXCESS DE 
DEATH  S/YR 


80-84  to  87-91 

80-84  to  85-89 

79-83  to  87-91 

79-83  to  85-89 

& SITE  % 

Establish  a com- 

All 

350 

356 

350 

352 

195 

196 

170 

170 

156 

prehensive  pro- 

Male 

410 

420 

405 

410 

240 

241 

215 

215 

gram  to  reduce 

Female 

310 

320 

310 

312 

150 

150 

130 

130 

the  use  of  to- 

Lung 

60 

62 

58 

58 

50 

55 

44 

48 

54:35% 

bacco. 

Male 

100 

101 

82 

81 

80 

82 

70 

71 

Female 

39 

41 

37 

39 

25 

30 

20 

23 

Strengthen  and 

Breast 

82 

100 

83 

100 

30 

31 

27 

27 

19:12% 

expand  cancer 

White 

84 

99 

97 

101 

29 

31 

27 

27 

control  pro- 

Black 

86 

98 

79 

84 

31 

36 

27 

30 

grams  through 

Colo-rec 

57 

58 

50 

50 

25 

22 

21 

19 

25:16% 

education  and 

Male 

66 

64 

60 

60 

27 

28 

25 

24 

public  policy, 

Female 

50 

49 

42 

40 

23 

19 

17 

16 

with  a special 

Prostate 

60 

77 

80 

82 

27 

28 

23 

23 

1 1 : 7% 

emphasis  on 

White 

58 

79 

80 

85 

23 

24 

20 

20 

screening  and 

Black 

115 

119 

130 

130 

52 

58 

47 

46 

early  diagnosis. 

Bladder 

16 

16 

16 

16 

5.2 

4.2 

3.8 

3.7 

4 : 2-6% 

Male 

29 

30 

28 

29 

9.2 

6.2 

6.2 

6.2 

Expand  surveil- 

Female 

5 

6 

7 

6 

2.8 

2.0 

1.9 

1.9 

DE  mortality  averaged  10%  > U.S.  DE  averaged  1500  deaths  per  year 

Above  figures  estimated  from  graphs  In  the  1994  Cancer  Task  Force  Report  of  five  leading  cancers 
responsible  for  60%  of  the  Cancers  and  58%  of  Cancer  deaths. 
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ing  cessation,  urging  school-based  health  cen- 
ters to  emphasize  tobacco  control,  improving 
professional  education  for  cancer  screening  and 
diagnosis,  requiring  national  standards  for  all 
mammography  units,  and  coordinating  compre- 
hensive health  education  programs  in  grades  K- 
12. 

That  report  also  advocated  public  information 
activities  focusing  on  prevention  and  screening, 
an  occupational  surveillance  program  coordi- 
nated with  the  Departments  of  Agriculture  and 
Labor,  a monitoring  and  evaluation  program  for 
facilities  that  release  hazardous  substances  into 
the  environment,  a statewide  indoor  air  quality 
program,  increased  access  to  care  for  the  medi- 
cally underserved  in  cooperation  with  the  Coun- 
cil on  Minority  Health,  and  improved  transporta- 
tion for  screening,  diagnosis  and  treatment. 

The  Advisory  Council's  subcommittees  noted 
that  ultimate  accomplishments  would  be  limited 
by  the  natural  history  of  cancer.  Although  in 
1 930  only  one  in  four  cancer  patients  were  alive 
after  five  years,  four  out  of  ten  were  surviving  in 
the  nineties.7  It  took  20  years  of  decreased 
smoking  among  men  before  a small  reduction  in 
male  lung  cancer  death  rates  could  be  seen 
nationally.  "Because  Cancer  is  a complex  dis- 
ease, there  is  not  a single  quick  answer.1'4  It  is 
important  to  address  those  causes  which  will 
have  the  greatest  impact,  such  as  reducing  the 
use  of  tobacco.  Environmental  pollution  could 
be  blamed  for  less  than  five  percent  of  the 
cancers.4  Screening,  earlier  diagnosis,  and  ef- 
fective treatment  remained  the  next  most  impor- 
tant tools  to  address  the  major  cancer  deaths. 
Progress  would  depend  in  part  upon  discovery 
through  science  of  better  tools  and  understand- 
ing. 

The  Advisory  Council  for  Cancer  Control  , pub- 
lished a small  monograph  in  June,  1996, "Can- 
cer What  we  Know  and  What  we  do  not  Know 1,15 
to  stimulate  a better  understanding  of  the 
Governor's  Task  Force's  recommendations. 


In  May,  1997,  The  Advisory  Council  on  Cancer 
Control  reviewed  a preliminary  draft  report  after 
two  years  of  committee  meetings  on  tobacco, 
education  and  public  policy,  environment  and 
occupation  , and  access  to  care.. Their  informal 
conclusion16  was  that  "high  cancer  death  rates 
were  persisting,  lung  cancer  in  women  had  in- 
creased 40  percent  since  1940,  and  cigarette 
smoking  was  increasing  among  the  younger 
citizens.  More  prostate  cancer  was  being  de- 
tected in  its  earlier  stages,  colorectal  cancer 
deaths  were  declining,  lung  cancer  deaths  among 
men  had  leveled,  and  breast  cancer  mortality 
was  declining."  They  urged  concentrating  on 
accepted  ways  to  reduce  cancer  deaths  without 
diverting  more  time  and  effort  to  more  studies. 
"Additional  progress  will  take  time,  and  there  is 
no  magic  bullet."  The  Council's  final  report  is 
expected  to  indicate  an  affirmation  of  their  1 996 
report. 

The  Division  of  Public  Health,  through  a grant 
received  from  the  CDC  in  1 995  to  increase 
screening  for  breast  and  cervical  cancers,  under- 
wrote several  epidemiological  studies17,18  which 
showed  that  Delaware's  incidence  of  breast 
cancer  was  continuing  to  rise  out  of  proportion 
to  SEER,  but  was  closer  to  the  SEER  incidence 
rate  with  a slightly  higher  mortality  rate,  and  that 
young  black  women  were  continuing  to  die  at 
higher  rates  than  white.  The  CDC  project  tar- 
geted low  income  at-risk  women  whose  failure  to 
obtain  screening  was  responsible  for  many  un- 
necessary deaths.  A mobile  mammography  unit, 
which  had  been  operated  by  the  Division  and  the 
Medical  Center  of  Delaware  since  the  early 
nineties,  was  expected  to  assist  the  project's 
mammography  screening  and  help  target  the  at- 
risk  women  needing  pap  smears. 

In  the  1996  Legislative  session,  Senate  Resolu- 
tion 1 1 19  requested  the  Department  of  Natural 
Resources  and  the  Division  of  Public  Health  to 
examine  yet  again  environmental  sources  of 
cancer.  In  January  1997  a report,  based  upon 
a study  by  scientists  from  Duke  University,  was 


598 


Del  Med  Jrl,  December  1997,  Vol  69  No  12 


Scientific  Article 


Table  V.  Five-Year  Relative  Survival  Rates 


Site 

‘81 -’90 
Delaware 

‘83-’88 

SEER 

Black/White 
Risk  Ratio 

Lung 

13 

13 

1.3 

Breast 

78 

83 

1.5 

Colo-rec 

60 

58 

NS 

Prostate 

70 

78 

1.3 

Bladder 

78 

79 

2.3 

given  to  the  legislature.  It  proposed  a scientific 
survey  of  carcinogens  in  Delaware's  air  and 
water.  This  was  not  funded  because  of  the  ex- 
pense and  the  time  needed.  The  Duke  study 
would  have  required  a delay  in  introducing  new 
interventions  to  reduce  environmental  carcino- 
gens until  their  study  clarified  the  issue. 

Also  in  1996  Senate  Joint  Resolution  1 920  re- 
quested a review  of  the  educational  require- 
ments to  improve  health  behavior,  together  with 
a study  of  the  barriers  to  implementing  measures 
to  reduce  chronic  disease  mortality  in  Delaware 
with  an  emphasis  on  cancer.  That  report,  a 
product  of  the  Department  of  Public  Instruction 
and  the  Division  of  Public  Health  is  not  yet 
available.  At  about  the  same  time  the  Health 
Care  Commission  (HCC)  was  asked  to  work  with 
the  Division  of  Public  Health  and  a representa- 
tive from  the  Department  of  Public  Instruction  to 
study  how  to  reduce  cancer  risks  and  develop  a 
plan  for  a public  education  program  on  behav- 
ioral Risk  Reduction  and  to  study  barriers  to 
service.  A RFP21  was  developed  and  a contrac- 
tor was  chosen  under  the  supervision  of  a 
subcommittee  of  the  HCC.  This  resulted  in  a 
literature  review  and  a number  of  interviews  with 
key  persons  and  focus  groups  from  a variety  of 
backgrounds.  The  final  report  is  not  yet  avail- 
able, but  informal  reaction  suggest  no  signifi- 
cant new  findings  to  change  previous  recom- 
mendations. 

Barriers  to  implementing  the  repetitious  recom- 
mendations made  during  the  nineties  to  achieve 
healthy  life  styles  in  today's  society  can  be  sum- 
marized as  follows: 


For  Tobacco  Control 

• Large  advertising  budgets  of  the  tobacco 
companies 

• Money  to  be  made  by  the  sale  of  tobacco  to 
young  people 

• Fear  of  offending  smoking  customers  in 
restaurants 

• Addicted  smokers  who  consider  smoking  a 
civil  right  even  if  others  are  harmed  by 
second  hand  smoke 

• Cultures  where  smoking  is  the  accepted 
norm-  e.g.  truck  drivers  & gamblers 

• Higher  tobacco  excise  taxes  in  a state  with 
excess  income 

For  Healthy  Nutrition 

• Poor  role  models 

• Ethnic  habits 

• Heavy  advertising  of  "junk"  foods 

• Ignorance  and/or  indifference  to  choosing 
and  preparing  nutritious  meals 

• Dysfunctional  families  who  do  not  eat  to- 
gether 

• Too  poor  to  afford  five  fruits  and  vegetables 
per  day 

For  Exercise 

• Poor  skills 

• Lack  of  time 

• Lack  of  motivation 

• The  lure  of  TV 

For  Screening 

• Confusion  of  recommendations  from  vari- 
ous health  agencies 

• Unawareness  of  the  availability  or  value  of 

screening 

• Lack  of  insurance  or  funds  to  pay  for  screen- 
ing 
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• Procrastination:  more  "important"  things  to 
do  such  as  earning  a living  or  baby  sitting. 

For  Seeking  Health  Care  for  the  Cancer  Danger 
Signals 

• Ignorance  of  cancer's  danger  signals 

• Health  is  a low  priority  compared  to  paying 
bills  and  car  repairs. 

• Lack  of  transportation  to  health  care  re- 
sources at  available  times. 

• Unable  to  afford  health  care  with  or  without 
insurance 

• Distrust  of  doctors 

• "Since  cancer  can't  be  cured,  why  bother?" 

Delaware's  latest  age  adjusted  cancer  mortality 
rate  is  1 96  per  1 00,000  with  1 72  excess  cancer 
deaths  per  year  (13.7  percent  higher  than  the 
U.S  rate  of  173  per  100,000  which  has  not 
changed  since  1 990).22  The  lowest  state  rate  of 
125  per  100,000  was  in  Utah  while  our  neigh- 
boring state  Maryland  was  189  per  100,000. 

Delaware's  incidence  rates  are  about  eight  per- 
cent higher  than  SEER.  The  lung  cancer  inci- 
dence remains  higher  than  other  major  cancers, 
and  its  high  mortality  rate  continues  to  contribute 
far  more  than  its  share  of  unnecessary  excess 
deaths  in  Delaware  although  lung  cancer  deaths 
in  men  is  leveling  off,  but  in  women  it  is  up  40 
percent  since  1 980  while  breast  cancer  mortality 
is  declining.  While  smoking  rates  are  being 
reduced  in  men,  they  are  rising  in  women.  Over- 
all smoking  rates  have  risen  from  22  percent  to 
31  percent  from '90  to '95.  High  School  smok- 
ing has  increased  22-25  percent  which  is  higher 
than  the  U.S.  average.  It  is  estimated  that  1 6,000 
Delaware  adolescent  smokers  will  eventually  die 
from  tobacco  related  illnesses.  Prostate  cancer  is 
being  detected  earlier,  and  colorectal  cancer  is 
declining  in  incidence  and  mortality.22 


DISCUSSION 

Progress  in  cancer  control  during  the  last  ten 
years  was  initiated  with  a school  health  curricu- 
lum for  the  class  to  graduate  in  the  year  2000  by 
a coalition  of  the  Cancer,  Heart,  and  Lung 
Associations  to  include  efforts  to  prevent  smok- 
ing in  students.  This  was  followed  by  laws  to 
reduce  youths'  access  to  tobacco;  a new  Indoor 
Air  law  to  reduce  exposure  to  tobacco  smoke  in 
public  places;  and  the  promotion  of  a coordi- 
nate comprehensive  health  education  program 
from  grades  K- 1 2 by  the  American  Cancer 
Society  to  help  students  avoid  the  use  of  tobacco 
and  adopt  healthy  life  styles.  In  addition,  more 
women  are  having  mammograms  and  adjuvant 
chemotherapy  so  that  breast  cancer  deaths  should 
decline. 

Despite  some  progress  in  implementing  the  1 990 
cancer  strategy,  many  needs  remain: 

1 . Surveillance  requires  more  analysis.  The  state 
wide  health  information  system  , (DHIN  - 
Delaware  Health  Information  Network)  spon- 
sored by  the  Health  Care  Commission  ap- 
proved by  the  1997  legislature  will  take  a 
number  of  years  before  it  can  be  expected 
to  have  an  impact  on  the  death  rates. 

2.  Tobacco  use  has  stalled,  and  the  impact  of 
dietary  changes,  and  sun  exposure  protec- 
tion are  hard  to  measure. 

3.  Early  detection  needs  stronger  promotion. 
The  U.S.  Public  Health  Program  "Putting 
Prevention  Into  Practice"  (PPIP)  promoted  by 
the  Division  of  Public  Health  and  the  Medical 
Society  of  Delaware  has  had  limited  success 
so  far. 

4.  Diagnosis  and  Management  objectives  re- 
quire better  measures  of  intermediate  mark- 
ers and  surrogates  to  improve  areas  of  weak- 
ness. 
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Racial  differences  may  explain  higher  mortality 
rates  in  a few  cancers  such  as  in  African-Ameri- 
can young  women  with  breast  cancer,  and  in 
prostate  cancers  in  men  under  60.  Darker  skins 
probably  explain  the  low  incidence  of  melanoma 
in  African  Americans.  The  major  reason  for  the 
high  African  American  death  rates  appears  to  be 
related  to  low  levels  of  education  and  poverty 
with  associated  delays  in  diagnosis,  and  a resis- 
tance to  cancer  screening.  Low  levels  of  educa- 
tion Cind  of  income  are  more  closely  tied  to 
Delaware's  high  cancer  death  rates  than  is  the 
color  of  the  skin  or  ethnicity. 

The  elevated  incidence  of  lung  cancers  in  white 
males  in  Delaware  parallels  the  smoking  rate. 
That  and  the  low  cure  rate  for  lung  cancers 
contributes  significantly  to  the  state's  high  can- 
cer death  rate.  Since  Maryland  has  comparable 
findings,  Delaware  is  not  unique.  Utah's  lowest 
U.S.  cancer  mortality  rate  is  credited  to  its  low 
smoking  rates  and  incidence  of  lung  cancer.3 
That  emphasizes  the  importance  of  reducing 
exposures  to  tobacco  in  Delaware. 

As  a small  state  with  a good  surveillance  system, 
a few  excess  deaths  (even  with  five  year  averag- 
ing) provides  too  few  numbers  for  many  subset 
rate  calculations.  In  any  case,  Delaware's  can- 
cer death  rates  are  too  high,  and  the  disparity 
between  white  and  black  mortality  rates  is  inex- 
cusable. The  latter  can  hardly  be  blamed  on  a 
more  complete  cancer  reporting  system;  and 
since  cancer  mortality  rates  are  higher  in  Sussex 
County  than  in  New  Castle  County,  it  is  difficult 
to  blame  industry.  Furthermore,  there  is  little 
evidence  in  the  literature  to  support  the  concept 
that  industrial  toxins,  alone,  are  responsible  for 
a significant  number  of  excess  cancer  deaths. 

Epidemiological  evidence  suggests  that  improper 
diets  can  play  an  important  role  in  the  develop- 
ment of  some  cancers,  presumably  related  to  a 
reduction  in  the  body's  immune  system,  increas- 
ing a susceptibility  to  cancer.  Likewise,  genetic 
(hereditary)  factors  often  play  a role.  Those,  who 


are  genetically  susceptible,  are  more  likely  to  be 
adversely  affected  by  adverse  environmental  fac- 
tors. 

Sadly  the  various  reports  and  recommendations 
have  done  little  to  improve  the  public's  under- 
standing of  Delaware's  excessive  cancer  mortal- 
ity, nor  have  they  stimulated  appropriate  mea- 
sures to  reduce  it.  The  legislature  did  not  even 
respond  to  its  own  concern  about  possible  car- 
cinogens in  the  environment.  The  report  ex- 
pected from  the  SJR  1 9 study  will  probably  have 
many  similar  recommendations.  It  is  a good  sign 
that  the  State  legislature  and  Governor  have 
recognized  the  need  for  a Delaware  Health 
Information  Network  (DHIN),  although  improve- 
ment in  disease  surveillance  by  targeting  foci 
associated  with  high  cancer  death  rates  will  take 
years  before  an  impact  can  be  expected  on 
unnecessary  cancer  deaths  in  Delaware.  It  is 
important  to  understand  the  need  to  start  now  to 
reduce  the  incidence  and  mortality  from  cancer 
by  improving  health  behavior,  promoting  screen- 
ing and  early  detection,  and  providing  access 
and  financing  for  those  with  limited  education 
and  finances  without  adequate  health  insurance. 

Cancer  is  usually  a long  term  chronic  illness.  If 
everyone  stopped  smoking  this  year,  and  com- 
plete compliance  with  screening  recommenda- 
tions was  made  by  the  public,  and  there  was 
universal  access  to  care,  mortality  rates  would 
still  take  some  time  to  drop.  Following  the  1 960s 
Surgeon  General's  Report  on  the  dangers  from 
the  use  of  tobacco,  no  significant  reduction  in 
smoking  occurred  until  the  seventies,  and  it  took 
another  20  years  (until  the  nineties)to  show  a 
reduction  in  death  rates  from  lung  cancer  in 
men. 

Probably  the  most  correctable  situation  is  to 
improve  health  behavior  education  in  schools 
where  there  is  a susceptible  captive  audience.  It 
will  be  much  harder  to  find  ways  to  overcome 
limited  finances,  to  get  a good  public  transport 
system,  to  provide  health  facilities  in  all  neigh- 
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borhoods,  and  to  assure  universal  access  to 
health  care.  It  is  cost  effective  to  advocate  com- 
prehensive quality  health  education  K-12  , but 
good  curricula  will  not  be  a substitute  for 
qualified  teachers.  Elementary  teachers  need  to 
be  certified  in  health  behavior  education,  and 
the  College  of  Education  at  the  University  of 
Delaware  has  to  develop  the  capacity  to  teach 
such  a course.  Few  educators  realize  the  impor- 
tance of  helping  students  learn  how  to  adopt 
healthy  life  styles,  since  that  is  usually  considered 
to  be  the  responsibility  of  parents  and  churches. 
Critics  say  "the  schools  have  enough  to  do 
without  worrying  about  students'  health  habits." 
But,  because  a high  proportion  of  students  (prob- 
ably more  than  25  percent)  come  from  dysfunc- 
tional families,  and  about  25  percent  have  only 
a single  parent  at  home,  the  schools,  whether 
they  like  it  or  not,  need  to  meet  the  challenge  to 
help  students  grow  into  healthy  adults  with  the 
aid  of  parents,  and  the  community  in  general. 
The  latter  will  require  help  from  the  entertain- 
ment industry  to  quit  taking  subsidies  from  the 
tobacco  industry  for  actors  to  smoke,  and  to 
emphasize  the  importance  of  healthy  two  parent 
families.  A healthy  child  is  more  capable  of 
learning,  and  comprehensive  health  behavior 
education  provides  a better  foundation  for  adult 
life  than  many  required  subjects  such  as  geom- 
etry. 

Adults  should  also  be  encouraged  to  adopt 
healthy  habits,  with  health  promotion  activities 
for  workplaces  and  community  and  senior  cen- 
ters. Adults,  especially  the  poorly  educated,  need 
to  take  advantage  of  screening  opportunities 
and  to  seek  timely  health  care  through  a per- 
sonal physician.  They  have  to  be  challenged 
somehow  to  quit  tobacco,  eat  a high  fiber  low  fat 
diet,  exercise,  take  advantage  of  screening,  and 
seek  health  care  for  the  cancer's  early  danger 
signals. 


SUMMARY 

It  is  time  to  stop  redundant  studies,  and  to 
combine  the  efforts  of  health  professionals,  edu- 
cators, labor,  business,  the  clergy  and  public 


policy  experts  to  reduce  cancer  death  rates  by 
advocating  widespread  health  behavior  educa- 
tion, control  tobacco  use  with  an  increase  in 
excise  taxes  which  can  help  finance  smoking 
cessation  and  prevention  activities,  promote  the 
adoption  of  healthy  diets  with  the  aid  of  the  food 
industry,  develop  cleaner  air  environments,  en- 
courage more  exercise,  provide  and  encourage 
more  screening  opportunities,  and  assure  acces- 
sible health  care.  A surveillance  system  is  re- 
quired to  define  needs  and  to  monitor  programs 
of  cancer  control.  Prevention  offers  the  most 
effective  means  for  the  control  of  cancer  as  well 
as  many  other  chronic  diseases,  with  an  associ- 
ated reduction  in  the  costs  for  health,  and  im- 
proved quality  of  life  for  all. 
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SCIENTIFIC  ARTICLE 


Observations  About  Cancer  and  Implications  for 
Cancer  Control  in  Delaware 


Paul  R.  Silverman,  Dr.P.H. 


Abstract:  Cancer  is  a provocative  disease,  made  more  so  in  Delaware  because  of  our 
high  cancer  mortality  rates.  Information  made  available  to  the  public  is  often 
insufficient  to  form  a balanced  perspective  about  the  causes  of  cancer  and  appropri- 
ate interventions.  Four  observations  are  offered  to  guide  communication  and  to 
consider  in  the  development  of  cancer-related  public  health  programs.  These  are:  (1) 
focusing  on  our  cancer  mortality  rank  obscures  important  information:  (2)  four  sites 
are  responsible  for  most  of  the  cancer  in  Delaware ; (3)  cancer  Interventions  are  based 
on  common  sense:  and  (4)  there  are  limitations  to  what  can  be  done  to  control  cancer. 


Headlines  about  Delaware's  high  cancer  rates 
are  unsettling.  Indeed,  we  have  cause  to  be 
concerned.  Doing  something  about  our  high 
rates  will  require  extended  action  on  the  part  of 
many  — health  care  providers,  policy  makers, 
public  health  practitioners,  environmental  spe- 
cialists, business  and  industry,  and  particularly 
individuals  who  are  ultimately  responsible  for  the 
behaviors  which  lessen  or  increase  their  own  risk. 

The  communication  channels  by  which  most 
people  learn  about  cancer  often  fail  to  include 
enough  information  to  make  reasonable  judge- 
ments about  what  it  will  take  to  reduce  cancer 
rates  and  the  limits  to  what  can  be  done.  The 
following  are  some  observations  about  cancer  in 


Paul  R Silverman.  Dr  P.H.  is  the  Chief  of  the  Health  Monitor- 
ing and  Program  Consultation  Section  of  the  Division  of  Public 
Health. 


Delaware.  They  are  offered  to  provide  balance 
to  the  information  usually  made  available  to  the 
public. 


FOCUSING  ON  OUR  CANCER  MORTALITY  RANK 
OBSCURES  IMPORTANT  INFORMATION 

The  purpose  of  this  paper  is  not  to  deny  that 
cancer  rates  are  high  in  Delaware,  but  to  help 
put  this  fact  into  perspective.  During  the  years 
1 990-94  Delaware  had  an  average  annual  age- 
adjusted  cancer  mortality  rate  of  1 96  per 

1 00,000,  leading  the  50  states.  Only  Washing- 
ton DC,  with  a rate  of  2 1 8 per  100,000  was 
higher.* 1  Delaware  is  one  of  five  jurisdictions 
(including  Washington  DC,  Louisiana,  Kentucky 
and  Maryland)  having  cancer  rates  that  are  close 
together  and  high.  These  five  areas  lead  the 
nation  in  cancer  mortality  and  we  change  places 
now  and  then  within  this  group. 
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Figure  1 provides  more  information  about  the 
distribution  of  states  according  to  their  cancer 
rates.  The  distribution  is  skewed  to  the  high  end, 
meaning  that  there  are  many  states  with  high 
cancer  rates.  Statements  that  convey  only  that 
Delaware  has  the  first  or  second  highest  cancer 
rate  in  the  nation  leave  the  impression  that  some 
agent  unique  to  Delaware  is  responsible  - some- 
thing in  the  environment  perhaps.  Whereas 
knowledge  that  there  is  a range  of  cancer  rates, 
with  many  states  that  are  high,  conveys  the  more 
accurate  impression  that  we  must  work  harder 
than  other  states  to  implement  known  cancer 
control  practices.  In  other  terms,  the  fact  that 
Delaware's  cancer  rate 
is  approximately  14  per- 
cent higher  than  the  na- 
tional average,  is  not 
nearly  as  important  from 
a public  health  perspec- 
tive as  the  fact  that  both 
nationally  and  in  Dela- 
ware, roughly  one  of  ev- 
ery four  people  die  of 


FOUR  SITES  ARE  RESPONSIBLE  FOR  MOST 
OF  THE  CANCER  IN  DELAWARE 

Figure  2 shows  the  distribution  of  cancer  in 
Delaware  by  site.  Whether  measured  by  incident 
cases  or  deaths,  four  sites  predominate  in  Dela- 
ware, as  they  do  in  the  rest  of  the  nation:  lung, 
breast,  prostate  and  colorectal.  These  sites 
account  for  approximately  60  percent  of  all 
cancer  in  Delaware. 

The  implication  of  this  information  is  that  any 
strategy  to  impact  upon  Delaware's  overall  can- 
cer rate  must  address  lung,  breast,  prostate,  and 


Figure  1. 


Distribution  of  states  and  territories  by  cancer  incidence  rate  ranges, 
1990-1994 


cancer. 
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This  single  number  — our 
high  rank  — also  ob- 
scures how  the  epidemi- 
ology of  cancer  in  Dela- 
ware differs  by  cancer 
site.  These  differences 
provide  insight  into  our 
successes  and  failures 
and  suggest  appropriate 
priorities  for  heightened 
effort.  For  example,  per- 
haps many  people  would 
be  surprised  to  learn  that  in  the  past  decade  we 
have  increased  the  percentage  of  prostate  can- 
cers detected  in  an  early  stage  from  50  percent 
to  75  percent;  that  colorectal  cancer  and  breast 
cancer  death  rates  are  declining;  that  lung  can- 
cer in  men  has  leveled  in  recent  years,  or  that 
deaths  from  cancer  in  children  are  declining. 
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colorectal  cancers  as  priorities.  This  does  not 
mean  that  the  other  cancers  are  irrelevant.  How- 
ever, given  the  heterogeneity  of  their  type,  cause, 
and  methods  to  prevent  them,  it  is  difficult  to 
identify  public  policies  that  would  be  of  benefit, 
other  than  general  improvements  to  the  health 
care  system  and  encouraging  early  detection. 
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Figure  2.  Distribution  of  cancer  cases  and  deaths,  Delaware,  1983-1993 


Percent  of  Totals 
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CANCER  INTERVENTIONS  ARE  BASED  ON 
COMMON  SENSE 

Table  1 lists  the  risk  factors  associated  with  the 
four  sites  that  dominate  cancer  in  Delaware. 
What  we  know  about  the  modifiable  risk  factors 
for  these  cancers  (and  no  doubt  many  others) 
suggests  that  their  prevention  is  related  to  smok- 
ing, drinking,  eating,  and  working.  Add  to  this 
the  insights  gained  through  genetic  research, 
and  (especially  for  colorectal  and  breast)  the 
survival  advantage  for  cancers  detected  early, 
and  it  is  clear  that  the  list  of  interventions  that  will 
have  the  most  impact  on  reducing  cancer  mor- 
bidity and  mortality  is  a short  one.  This  is  not  to 
suggest  that  the  interventions  are  easy  to  imple- 
ment. Anyone  who  has  attempted  to  stop  smok- 
ing, or  who  works  to  bring  improved  treatments 
to  patients,  can  attest  to  the  difficulty.  But  such 
a list  based  on  scientific  evidence  would  not 
contain  only  one  intervention  (the  magic  bullet), 


nor  would  it  contain  interventions  that  are  diffi- 
cult to  understand  and  out  of  the  control  of  most 
individuals. 

Tobacco  and  nutrition  deserve  special  recogni- 
tion as  risk  factors.  Trends  in  the  prevalence  of 
cigarette  smoking  and  its  relation  to  lung  cancer 
drive  changes  in  our  overall  cancer  rate.  Na- 
tionally, the  reduction  in  lung  cancer  in  men  after 
1990  underlies  the  recent  downturn  in  the  all- 
cancer mortality  rate  because  other  cancer  mor- 
tality has  been  declining  for  decades.2  It  is 
disturbing  that  smoking  is  increasing  among 
young  adults  and  teens,  especially  young  women? 
Together,  tobacco  and  nutrition  account  for 
almost  two  of  every  three  cancers.4  Clearly,  any 
successful  cancer  control  strategy  will  have  to 
address  tobacco  and  nutrition  as  priorities. 

Special  note  must  also  be  made  of  environmen- 
tal cancer  interventions.  An  evidence-based 
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Table  1 . Risk  Factors  Associated  with  the  Four  Most  Common  Cancers  in  Delaware. 


Cancer 

Risk  Factors' 

Strength  of  Association 

Lung 

• Cigarette  Smoking 

• Occupational  exposure  to  asbestos,  polycyclic  hydrocarbons, 
arsenic,  radon  gas 

Strong 

• Residential  radon  exposure 

Moderate 

• Environmental  tobacco  smoke  exposure 

• Diet  low  in  beta-carotene 

Weak 

• High  fat  diet 

• Urban  air  pollution 

Possible 

Colorectal 

• High  fat,  low  vegetable  diet 

• Physical  inactivity 

Weak 

• Alcohol  consumption 

• Occupational  exposure  to  asbestos,  metal  and  wood  dusts,  and 
certain  chemicals 

• Obesity 

• Aspirin  use  (reduces  risk) 

Possible 

Breast  Cancer 

• First  full-term  pregnancy  after  age  30 

• Removal  of  ovaries  before  menopause  (reduces  risk) 

• Large  doses  of  chest  radiation 

Moderate 

• Never  being  married 

• Never  having  children 

• Obesity  after  menopause 

• Alcohol  consumption 

Weak 

• High  fat  diet 

• Low  physical  activity 

• Use  of  diethylstilbestrol 

• Use  of  oral  contraceptives  or  estrogen  replacements 

Possible 

Prostate 

• High  fat  diet 

• Occupational  exposure  to  cadmium  and  work  in  rubber  manu- 
facturing and  farming 

• Certain  viruses 

Possible 

' presence  of  the  factor  increases  risk  except  where  indicated 
Source:  Adapted  from  reference  8 


approach  suggests  that  about  five  percent  of  all 
cancers  result  from  environmental  exposures? 
Complex  psychosocial  factors  leave  most  people 
uncomfortable  with  this  small  proportion  and  the 
inability  of  scientists  to  be  specific  about  the  role 
of  the  environment  in  causing  most  kinds  of 
cancers.  Whatever  the  contribution  of  the  envi- 
ronment to  cancer,  it  is  reassuring  to  know  that 
there  have  been  very  real  and  measurable  re- 
ductions in  pollution  in  recent  decades.  This 
suggests  that  the  proportion  of  cancers  that 


result  from  environmental  exposure  is  likely  to 
decrease  in  coming  years. 


THERE  ARE  LIMITATIONS  TO  WHAT  CAN 
BE  DONE  TO  CONTROL  CANCER 

There  are  concrete  limits  to  what  can  be  accom- 
plished to  reduce  the  cancer  burden  in  Dela- 
ware. These  arise  from  the  natural  history  of  the 
disease  and  the  status  of  an  evolving  science. 
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LIMITATIONS  IMPOSED  BY  THE  NATURAL 
HISTORY  OF  CANCER 

For  a public  accustomed  to  instant  remedies, 
it  is  difficult  to  accept  that  our  efforts  to 
prevent  cancer  are  separated  from  their  effect 
by  decades.  But  nothing  more  profoundly 
influences  realistic  expectations  about  cancer 
control  than  this  unalterable  biologic  circum- 
stance. 

Lung  cancer,  the  leading  cause  of  cancer 
death,  is  an  example  of  this  phenomenon. 
Lung  cancer  began  to  increase  among  US 
men  in  the  mid  1 930s  — about  20  years  after 
the  start  of  World  War  I when  cigarette  smok- 
ing became  prevalent  in  American  men.  The 
death  rate  increased  1 ,400  percent  between 
then  and  1 980  — paralleling,  but  lagging  20 
years  behind,  the  increase  in  smoking.  The 
death  rate  leveled  in  the  1980s  — 20  years 
after  the  prevalence  of  smoking  began  to 
decline  as  a result  of  publicity  of  its  associa- 
tion with  cancer.5 

The  same  pattern  exists  for  women,  also  trace- 
able to  a 20-year  lag  with  smoking  patterns. 
However,  today  women  are  where  men  were 
in  1 965  with  respect  to  their  place  in  the  lung 
cancer  epidemic.  Irrespective  of  any  action 
today,  future  lung  cancer  rates  among  women 
will  increase  for  the  next  decade  because 
future  rates  are  influenced  by  past  habits? 

The  history  of  lung  cancer  and  tobacco  use 
illustrates  how  cancer  rates  today  are  due  to 
patterns  of  behavior  and  interaction  with  the 
environment  that  occurred  decades  ago.  Gen- 
erally, the  conditions  that  cause  today's  can- 
cer may  or  may  not  prevail  today.  If  they  do 
prevail,  their  presence  or  abatement  usually 
has  little  influence  on  current  cancer  rates. 
Those  in  the  scientific  and  medical  community 
know  this  well  as  the  latency  phenomenon. 
But  it  is  a concept  rarely  conveyed  in  informa- 
tion made  available  to  most  people  con- 
cerned about  Delaware's  high  rate  of  cancer. 


Del  Med  Jrf  December  1997,  Vol  69  No  12 


A second  limitation  to  progress  against  cancer  is 
that  cancer  is  not  one  disease,  but  many.  The 
less  informed  believe  that  all  cancer  is  the  same 
— it  has  one  cause,  and  therefore  there  is  one 
way  to  prevent  or  cure  it.  The  reality  is  that  the 
many  types  of  cancer  have  many  causes  (e.g. 
toxic  chemicals,  naturally  occurring  radiation, 
diet,  food  additives,  inherited  traits,  tobacco, 
alcohol,  and  much  more).  Therefore,  the  pre- 
vention of  cancer  must  proceed  on  many  fronts. 
Since  resources  are  limited,  it  is  necessary  to 
address  those  preventive  measures  that  will  have 
the  greatest  impact. 


LIMITATIONS  IMPOSED  BY  EVOLVING  SCIENCE 

The  discovery  of  the  causes  of  cancer  is  a 
complicated,  slow  process  that  often  fails  to 
meet  the  high  expectations  of  the  public.  And 
there  is  much  that  we  do  not  know.  Irrespective 
of  our  will  and  resources,  it  is  beyond  the  scope 
of  collective  efforts  in  Delaware  to  expand  this 
knowledge  base  ourselves.  We  depend  on 
scientists  in  many  institutions  throughout  the 
world  who  are  working  to  determine  cancer 
causes  and  interventions.  The  knowledge  devel- 
ops slowly,  not  by  a single  study  carried  out  in  a 
year.  At  any  particular  moment,  we  must  use  the 
best,  credible  science  available,  knowing  that 
improvements  in  what  we  know  are  forthcoming. 

This  limitation  is  often  played  out  in  the  context 
of  environmental  causes  of  cancer.  There  is  no 
question  that  chemicals  and  other  features  of  the 
environment  cause  cancer.  However,  almost  all 
of  this  evidence  comes  from  animal  studies  or 
human  observations  in  occupational  settings. 
Neither  of  these  sources  of  information  can  be 
used  with  confidence  to  predict  the  risk  of  cancer 
to  the  general  population.  While  there  are 
exceptions,  it  is  difficult  to  predict  the  success  of 
many  environmental  interventions  on  reducing 
cancer  rates. 

Finally,  there  are  limitations  imposed  by  the 
evolving  science  guiding  screening  and  treat- 
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ment  of  cancer.  These  tools  get  increasingly 
better.  In  1930,  only  25  percent  of  cancer 
patients  were  living  five  years  after  treatment. 
Today,  40  percent  of  patients  who  get  cancer  will 
be  alive  in  five  years.6  On  the  other  hand,  there 
has  been  very  little  progress  in  detecting  and 
treating  some  cancers,  such  as  lung.  The  ben- 
efits of  early  detection,  even  when  the  tools  exist, 
are  not  uniformly  applied.  For  example,  we  find 
that  among  African  American  women  in  Dela- 
ware, the  number  of  cervical  cancers  diagnosed 
in  advanced  stages  was  actually  higher  than  the 
number  diagnosed  in  the  local  stage  between 
1 989  and  1 9947  There  are  important  roles  for 
health  planners  and  behavioral  scientists. 


CONCLUSION 

Cancer  is  a provocative  disease.  Almost  every- 
one has  experience  with  it  directly,  or  through 
family,  friends,  and  co-workers.  In  order  to 
make  progress,  we  must  be  wary  of  letting  our 
emotions  obscure  the  features  of  the  disease  that 
provide  the  basis  for  realistic  intervention.  Our 
collective  attempts  to  reduce  cancer  rates  in 
Delaware  should  keep  in  mind  the  following: 

Focusing  on  our  cancer  mortality  rank 
obscures  important  information. 


Four  sites  are  responsible  for  most  of 
the  cancer  in  Delaware. 


Cancer  interventions  are  based  on 
common  sense. 


There  are  limitations  to  what  can  be 
done  to  control  cancer. 
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PRACTICE 

OPPORTUNITY 


Delaware  - The  Small  Wonder!  An  exciting 
opportunity  fora  BC/BE  Family  Physician. 
Innovative  organization  with  25  years  expe- 
rience in  health  service  delivery.  Located 
near  pristine  beaches  and  less  than  two 
hours  from  the  major  metropolitan  cities  of 
Baltimoreand  Philadelphia.  Ability  to  speak 
Spanishaplus. 


SendCVto: 

Human  Resources  Coordinator 
Delmarva  Rural  Ministries,  Inc. 
26  Wyoming  Avenue 
Dover,  DE  19904 


OMEGA  PROFESSIONAL  CENTER 
OFFICE  SPACE  TO  LEASE 

• Across  from  Christiana  Hospital 

• Approximately  500  square  feet 

• 2 Exam  Rooms 

• Reception  Room 

• Storage 

• Handicap  Access  Bathroom 

• NewCarpet 

• Turn  Key 

• Ready  for  Immediate  Occupancy 

• Ideal  Satellite  Office 


CALL  (302)456-0400 
ASK  FOR  BARBARA 


Kentmere 

MAXIMIZE  YOUR  PROFITS 

A Not-for-profit 

Community  Nursing  Care  Center 

Love.  Compassion.  Companionship. 
Creative  activity.  A warm  comfortable 
homelike  atmosphere  for  hundreds  of 
men  and  women  since  1901.  Skilled  and 
Intermediate  Care.  Special  Care  for 
Alzheimer's  patients. 

Services  designed  to  give  you  the  most  Effi- 
cient Accounts  Receivable  Management  Ser- 
vice offering 

BILLING 

We're  Medicaid  and  Medicare 
approved.  When  you  need  a nursing 
care  center  for  one  of  your  patients, 
consider  Kentmere.  For  information 

FOLLOW-UP 

COLLECTION 

call  Yvonne  Dinneen  at  302/652-3311. 

All  Aimed  At  Increasing  Profits! 

Operatedby  The  Home  of  Merciful  Rest  Society,  Inc. 

Christopher  Simendinger 

A Caring  Environment 

Vice  President 

Since  1901 

Director  of  Patient  Accounting 

SIMM  Associates,  Inc. 

1900  Lovering  Avenue  Wilmington,  Delaware 

(302)  369-2121 
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Advanced  CT  Imaging 
at  Three  Locations 

Brandywine  Imaging  Center, 

Omega  Imaging  Center,  Pike  Creek  Imaging  Center 


Diagnostic  Imaging  Associates,  P.A.  has  three  locations  in 
Northern  Delaware  providing  advanced  Computerized  Tomography  (CT)  imaging; 
Brandywine  Imaging  Center  in  North  Wilmington,  Pike  Creek  Imaging  Center 
in  the  Pike  Creek  area  and  Omega  Imaging  Associates  for  your  patients 
in  the  Newark  area.  DIA’s  high  resolution  scanners  are  capable  of 
dynamic  scanning  and  spatial  resolution  of  .5  millimeters.  Each  facility  has  a 
board  certified  radiologist  on  staff  with  special  fellowship  training  in  body  CT.  For  your 
convenience,  patients  can  be  scheduled  same  day  with  wet  reading  faxed  immediately. 

❖ 

Diagnostic  Imaging  Associates  accepts  virtually  all  HMO,  PPO  and 
Fee  For  Service  health  insurance  plans  including; 

Principal,  US  Healthcare  and  all  Blue  Cross  Blue  Shield  programs 

❖ 

Our  full  range  of  out-patient  imaging  services  include: 

• High-Field  MRI  • New  spiral  CT  scanning  • Ultrasound  including  Color  Doppler 
• Fluoroscopy  • Mammography  • Nuclear  Medicine  and  General  X-ray 

For  information  and  the  office  nearest  you,  please  call  302-425-4DLA. 

“At  DIA  we  strive  to  be  the  best  not  the  biggest” 


Diagnostic  Imaging  Associates,  PA 


Brandywine  Imaging  Center  • 701  Foulk  Road  • Suite  E-1  • Wilmington  • 654-5300 

Omega  Imaging  Associates  • L-6  Omega  Professional  Center  • Newark  • 738-9300 

Omega  Magnetic  Resonance  Imaging  Center  • L-6  Omega  Professional  Center  • Newark  • 738-9300 

Omega  Medical  Center  • K-15  Omega  Professional  Center  • Newark  • 368-5100 

Omega  Nuclear  Diagnostic  Center  • K-15  Omega  Professional  Center  • Newark  • 368-8150 

Pike  Creek  Imaging  Center  • 3105  Limestone  Road  • Suite  106  • Wilmington  • 995-2037 

Wilmington  Magnetic  Resonance  Imaging  Center  • 1020  Union  Street  • Wilmington  • 427-9855 


EDITORIAL 


Cancer  Plan 


E.  Wayne  Martz,  M.D. 


Elsewhere  in  this  issue  there  is  a strategic  plan  laid 
out  for  our  on-going  battle  against  cancer,  and  a 
good  explanation  for  Delaware's  poor  showing  in 
the  cancer  mortality  statistics.  It  is  not  the  industrial 
pollution  or  chemicals,  as  most  news  media  would 
have  us  believe.  Our  incidence  of  cancer  is  actually 
very  similar  to  other  states.  It  is  our  MORTALITY  that 
is  the  problem,  and  that  is  not  worst  in  the  industrial 
north  but  in  the  underserved  south  of  Delaware 
where  the  overworked  primary  care  doctors  sel- 
dom have  time  for  Pap  smears,  rectal  exams  and 
stool  testing  for  blood.  They  are  forced  to  treat 
symptoms,  and  by  the  time  a cancer  is  symptomatic 
the  horse  is  out  of  the  barn. 

There  are  a few  generalizations  we  can  make  about 
all  diseases: 

1)  Finding  a cure  does  not  eliminate  a disease. 
Witness  syphilis,  tuberculosis,  pneumonia  - all 
curable  diseases. 


2)  Only  one  disease  - smallpox  - has  been  elimi- 
nated, and  we  still  do  not  have  a cure  for  that. 

3)  The  aim  is  not  necessarily  to  eliminate  a dis- 
ease, although  that  would  be  nice,  but  rather 
to  control  or  contain  or  minimize  it,  so  its  effect 
on  the  public  is  negligible. 

4)  We  have  studied  cancer  intensively  for  well 
over  50  years  and  have  enough  knowledge  to 
control,  avoid  or  cure  easily  75  percent  of  it,  a 
really  major  and  significant  impact. 

5)  It  is  time  to  concentrate  on  what  we  know  and 
eliminate  what  we  can. 

There  are  also  certain  truisms  about  cancer,  noth- 
ing new  about  any  of  them: 

1)  Almost  all  cancer  is  multifactorial,  which  pro- 
vides opportunity  for  prevention  by  eliminating 
a key  factor. 
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2)  We  need  to  look  at  most  adult  cancers  as  a 20 
year  disease,  discovered  near  the  end  of  its 
course. 

3)  Probably  most  cancers,  like  other  body  tissues 
(except  nerve  cells)  release  cells  into  the  blood 
and  lymph  streams  from  the  beginning. 

4)  Cure  can  be  achieved  by  excision  until  these 
cells  achieve  autonomy,  the  ability  to  survive 
and  replicate  in  a different  environment. 

5)  Cells  and  nests  of  cells  in  the  vicinity  of  a cancer 
can  probably  be  killed  by  radiation. 

6)  Distant  cancer  cells,  if  they  can  be  killed  at  all, 
have  to  be  eliminated  by  poisoning  their  envi- 
ronment - chemotherapy. 

As  a battle  plan  against  cancer  we  need  to  recog- 
nize that  all  the  most  frequent  cancers  are  ame- 
nable to  medical /surgical  control  except  the  most 
frequent  one  of  all  - lung.  Since  it  is  virtually 
impossible  to  find  it  early  enough  to  give  a reason- 
able chance  of  cure,  the  only  hope  lies  in  preven- 
tion. Since  cigarette  smoking  is  the  largest  caus- 
ative factor,  if  we  can  eliminate  that,  the  disease 
can  be  prevented.  We're  not  talking  about  "stop- 
ping smoking,"  but  about  never  starting.  There  are 
basically  four  disastrous  effects  of  smoking,  two 
partly  reversible  (bronchitis  and  vascular  constric- 
tion), one  often  arrestable  (emphysema),  but  the 
fourth  - carcinoma  - implacably  and  relentlessly 
progressive. 

Breast  cancer,  the  second,  is  usually  conquerable 
by  early  case  finding,  which  is  to  say  mammogra- 
phy and  breast  examination.  The  challenge  is  to 
make  them  easy  and  inexpensive. 


Prostate  can  still  be  a disastrous  disease  in  men 
under  60,  but  the  PSA,  digital  examination  and 
needle  biopsy  pave  the  way  for  early  detection  and 
thus  control. 

Colorectal  cancer  detection  has  been  greatly  helped 
by  convenient  testing  of  stool  for  occult  blood.  The 
flexible  sigmoidoscope  has  also  paved  the  way  for 
early  detection  and  avoidance  by  polyp  removal. 

Bladder  can  still  be  very  troublesome,  though 
urines  could  be  checked  for  RBCs  more  frequently. 
Many  are  indolent  and  at  least  partly  controllable. 

Carcinoma  of  the  cervix  uteri  should  be  virtually 
eradicated  by  the  Pap  smear  and  our  better  under- 
standing of  the  role  of  the  papilloma  virus. 

Melanoma  typically  dates  to  a severe  sunburn  in 
the  late  teens,  and  we  can  avoid  that  with  sun- 
screens. Nevertheless,  the  challenge  of  trying  to  get 
a teenager  to  act  sensibly  could  thwart  our  best 
efforts. 

These  seven,  lung,  breast,  prostate,  colorectal, 
bladder,  cervix  and  melanoma  make  up  65-70 
percent  of  all  cancer  in  this  country.  Can  you 
imagine  the  impact  a 70  percent  reduction  in 
cancer  would  have  in  Delaware?  Less  than  five 
percent  of  the  causation  of  cancer  can  be  ascribed 
to  environment  or  pollution.  Contrast  that  with  75 
percent  related  to  personal  habits  and  lifestyles. 
Patient  education,  a change  in  life  styles,  more 
aggressive  doctoring  and  case  finding,  and  some 
help  for  our  colleagues  in  southern  Delaware 
might  make  it  possible. 
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SPECIALIZE 
IN  AIR  FORCE 
MEDICINE. 


USAF  HEALTH  PROFESSIONS 
TOLL FREE 
1-800-423-USAF 


ER  Physicians.  Radiolo- 
gists. OB/GYNs  and 
other  specialists! 

Today’s  Air  Force  gives 
you  the  freedom  to  spe- 
cialize without  the  finan- 
cial overhead  of  running 
a private  practice.  Talk 
to  an  Air  Force  medical 
program  manager  about 
the  tremendous  benefits 
of  becoming  an  Air 
Force  medical  officer: 


• No  office  overhead 

• Dedicated,  profession- 
al staff 

• Quality  lifestyle  and 
benefits 

• 30  days  vacation  with 
pay  each  year 

Examine  your  future  in 
the  Air  Force.  Learn  if 
you  qualify.  Call 


TAM  Consulting  Associates,  Inc. 

Information  Management  Services 

OUR  MISSION: 


TO  HELP  YOU  WORK  SMARTER 
NOT  HARDER 


DOES  THE  THOUGHT  OF  SELECTING 
NEW  TECHNOLOGY  FOR  YOUR  PRACTICE 
SEND  CHILLS  DOWN  YOUR  SPINE??? 


ARE  YOU  SURE  YOUR  CURRENT 
AUTOMATION  VENDOR  IS 
GIVING  YOU  THE  BEST  DEAL??? 


WE  CAN  HELP  !!! 

Our  services  include: 


• Development  of  a Strategic  Information  Systems  Plan  that  will  help  identify  and  meet 

your  practice's  future  automation  objectives  and  directions. 

• Assessment  of  the  offices  current  operational  environment. 

• Evaluation  and  selection  of  technology  solutions  and  cost  effective  improvements. 

• Review  and  negotiation  of  hardware  and  software  system  acquisitions  and  support  contracts. 

• Provide  technology  and  data  management  on  an  outsourced  basis. 


Give  us  a call  today  !!! 
(302)425-5560 


TAM  Consulting  Associates,  Inc. 

1701  Augustine  Cut-Off,  Suite  14  • Wilmington,  DE  19803 
Thomas  A.  Mieszala  - President 


COMMUNITY  OUTREACH 


State  Mentoring  Program  Complements 
"Physicians  and  Educators  for  Improved  Student  Health" 


David  Platt,  M.D.  — 


In  January  1994,  Governor  Thomas  R.  Carper, 
in  his  State  of  the  State  address,  noted  that  he 
would  initiate  a personal  campaign  to  recruit 
and  "army"  of  10,000  mentors  to  serve  at-risk 
children  across  the  state.  His  vision  for  this 
"Mentoring"  program  was  "I  want  all  of  Delaware 
children  to  succeed.  Some  of  our  students  do  not 
receive  the  encouragement  and  attention  they 
need  at  home.  I am  asking  1 0,000  volunteers  to 
join  me... .Each  of  us  will  be  spending  an  houror 
so  each  week  with  a child,  sharing  with  him  or 
her,  our  friendship,  guidance  and  academic 
support." 

In  February  1994,  the  Medical  Society  of  Dela- 
ware approached  the  Governor's  office  to  pro- 
pose that  the  Governor's  program  serve  as  a 
counterpart  with  the  Medical  Society  of 


David  Platt,  M.D.  is  the  New  Castle  County  Medical  Coordina- 
tor for  the  School  Health  Talks  Program. 

Coreen  Haggerty  is  the  Director  of  Professional  Education  and 
Community  Affairs  for  the  Medical  Society  of  Delaware. 

Del  Med  Jrl,  December  1997,  Vol  69  No  12 


Coreen  M.  Haggerty 


Delaware's  "Physicians  and  Educators  for  Im- 
proved Student  Health"  program  (a.k.a.  School 
Health  Talks  Program).  Although  discussions 
ensued,  formal  paralleling  of  the  programs  was 
abandoned  at  the  time. 

However,  today  the  situation  is  reversed.  Gover- 
nor Carper  now  has  an  active  and  successful 
statewide  mentoring  program  to  aid  students 
with  special  challenges.  Recently,  in  October, 
1997,  the  special  assistant  to  the  governor  for 
mentoring,  Mr.  James  I.  Reilly,  approached  the 
Medical  Society  to  explore  the  feasibility  of 
partnering  these  two  valuable  programs. 

The  Medical  Society  is  very  interested  in  this 
proposal,  and  active  planning  has  begun.  It  is 
our  feeling  that  a sound  combined  program  will 
be  constructed.  As  this  combined  effort  evolves, 
the  need  for  physician  participation  throughout 
the  state  will  grow  greater. 
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Following  is  a list  of  physicians  who  are  now 
participating  in  the  1997-1998  School  Health 
Talks  program: 

Stephen  W.  Bartoshesky,  MD 
Lisa  Bell,  MD 
Rhoslyn  J.  Bishoff,  MD 
Steven  Cook,  M.D. 

Richard  B.  Crabb,  MD 
Judith  A.  Fisher,  MD 
Pamela  J.  Forest,  MD 
Robert  W.  Frelick,  MD 
Casey  J.  Graybeal,  MD 
Patrick  A.  Jarvie,  MD 
Marita  M.  Lind,  MD 
Louisa  Mankin,  MD 
Francis  Martin,  MD 
Charles  Minor,  MD 
David  Platt,  MD 
Pro  Vance  Prewitt,  MD 
William  Shellenberger,  MD 
James  Spellman,  MD 
Barbara  Zajac,  MD 

If  your  name  is  not  on  this  list,  please  consider 
volunteering.  You  alone  will  decide  on  the  sub- 
ject of  your  talk,  how  many  talks,  and  at  what 
frequency.  You  will  never  be  scheduled  without 
your  prior  consent.  For  each  session,  you  will  be 
given  an  appropriate  videotape  and  a written 
script  which  you  may  use  as  you  see  fit. 

The  physicians  currently  working  in  this  program 
report  that  they  obtain  a great  deal  of  personal 
satisfaction  from  their  interaction  with  the  stu- 
dents, and  teachers  express  the  same  about  the 
physicians. 

In  fact,  we  continue  to  see  an  astounding  re- 
sponse from  educators,  as  in  the  1997-1998 
school  year  alone,  20  sessions  have  already 
been  scheduled  with  over  30  more  sessions 
requested  since  an  informative  letter  was  sent  in 
September  to  Delaware  teachers.  Following  is 
an  excerpt  from  the  letter: 

"We  remind  you  of  Physicians  and  Edu- 
cators for  Improved  Student  Health,  a 


school  health  talk  program  conducted 
by  volunteer  physicians  of  the  Medical 
Society  of  Delaware.  The  program  be- 
gan with  the  1 989-90  school  year  and  is 
now  in  its  ninth  school  year.  Presenta- 
tions were  made  originally  to  classroom 
size  groups  of  students  from  ninth 
through  twelfth  grade.  At  the  request  of 
teachers,  the  program  has  been  ex- 
tended gradually  to  all  grades,  first 
through  twelfth. 

Each  school  health  talk  begins  with  a 
10-15  minute  videotape  on  the  topic  of 
the  day,  followed  by  an  informal  talk  of 
approximately  15  minutes  that  invites 
interruptions  for  questions  or  comments 
from  students.  The  teacher  is  present 
during  the  talk  and  is  encouraged  to 
participate.  Students  are  invited  to  phone 
"Tel  Med"  for  further  information  or  to 
call  a physician  member  of  the  Medical 
Society  any  time  for  a private  discussion, 
without  charge.  " 

To  enroll  in  this  very  worthwhile  program,  please 
phone  Coreen  M.  Haggerty  at  the  Medical  Soci- 
ety Office  at3  02 -658-7596  oranyofthe  follow- 
ing three  county  medical  coordinators: 

New  Castle  County: 

David  Platt,  M.D. 

302-762-1400 

Kent  County: 

Rhoslyn  J.  Bishoff,  M.D. 

302-734-7423 

Sussex  County: 

Ilona  T.  Szucs,  M.D. 

302-422-8867 

As  the  Governor  has  noted,  "The  world  of  a child 
becomes  more  challenging  every  day,  and  our 
young  people  need  all  the  support  we  can  give 
them."  Please  help  us  nurture  our  state's  young 
people  by  donating  a small  portion  of  your  time, 
knowledge  and  support. 
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AMERICAN  MEDICINE  IN  A CRITICAL 
PERSPECTIVE  - NORWEGIAN  FJORDS 
STUDY  CRUISE 

WHEN:  June  23  - July  5,  1 998 

WHERE:  Aboard  the  ms  Rotterdam  VI 

SPEAKER:  C.  Everett  Koop,  M.D. 

There  will  be  twenty  (20)  hours  of  Category  1 CME 
activities  available.  The  CME  fee  is  $299.  Non- 
physician participants  are  also  invited  to  attend. 
The  ship  will  depart  from  Copenhagen,  Denmark, 
and  travel  north  along  the  Norwegian  coast  into 
the  Arctic  Circle  and  back  through  the  North  Sea  to 
Dover  (London),  England.  Cabin  prices  start  at 
$3,252  per  person  double,  plus  air. 

Call  1-800-926-3775  for  registration  informa- 
tion. 


DREAMS  SERVE  AS  THERAPY  WITHOUT 
INTERPRETATION 

Psychoanalysts  often  view  dreams  as  "the  royal  road 
to  the  unconscious,  "ripe  for  symbolic  interpreta- 
tion. But  dreams  a Iso  may  serve  a much  more  direct 
and  functional  purpose,  especially  following  a 
trauma  or  in  times  of  stress,  according  to  a psych  ia- 
trist at T ufts  Un  iversity. 

Whether  dreams,  especially  nightmares,  are  re- 
membered or  not,  they  help  a person  cope  with 
strong  emotions,  help  "make  sense"  of  a disturbing 
experience,  said  Dr.  Ernest  L.  Hartmann,  an  expert 
on  th  e functions  of  sleepand  dreams.  Because  of 
the  therapeutic  value  of  bad  dreams,  Hartmann 
suggests  people  should  not  avoid  sleep  for  fear  of 
having  disturbing  dreams. 

"Dreaming  makes  connections  in  a broad  but  not 
random  mannerwith  a person's  extended  memory 
network,"  said  Hartmann,  whose  latest  research  is 
published  in  Dreaming,  the  professional  journal  of 
the  Association  for  the  Study  of  Dreams. 


By  making  those  connections,  dreaming  serves  to 
"calm  a storm"  created  in  an  individual's  emotional 
make-up,  according  to  Hartmann,  professor  of 
psychiatry  at  Tufts  University  School  of  Medicine.  In 
that  way,  dreaming  - - overa  period  of  weeks  or 
months  --  can  serve  a purpose  similar  to  psycho- 
therapy by  providing  a person  with  a safe  place  for 
dealing  with  the  various  emotions  a traumatic  inci- 
dent or  a period  of  stress  produces,  Hartmann  said. 

If  themindisseenasanet  of  memories,  Hartmann 
sees  the  outer  reaches  of  that  net  as  more  accessible 
in  reverie,  daydreaming  and  dreaming,  compared 
with  alert,  conscious  thin  king,  which  is  more  linear, 
more  concerned  with  a result  orsolution. 

"Focused  waking  is  more  a hunt,  and  dreaming  is 
more  an  exp  I oration,"  said  Hartmann,  whose  study 
ofthe  dreams  of  more  than  240  people  showed  that 
linearfunctions  such  as  reading,  writing  orarith- 
metic  are  absent  from  mostdreams. 

Dreaming  ismoreopenintheconnectionsit makes 
within  the  memory  net.  Hartmann  believes  those 
connections  are  guided  by  the  dominant  emotion, 
such  as  fear,  guilt  or  grief,  that  the  dreamer  is  feel- 
ing  at  the  time.  "In  other  words,  dreams 
contextualize  the  dominant  emotion,"  Hartmann 
said . 

People  who  a re  disturbed  by  theird  reams  --  or  those 
who  have  nightmares  - usually  do  not  have  the  ex- 
act  same  dream  over  and  over  again,  said 
Hartmann,  who  has  studied  the  dream  series  of 
people  who  have  experienced  something  acutely 
traumatic,  such  as  fire,  rape  or  seeing  someone 
killed.  He  discovered  that  a dominant  emotion  -- 
wheth  er  it's  terror,  guilt  or  grief-  - is  played  out  in  the 
series  in  many  diffe  rent  ways  as  the  mind  continues 
to  try  to  "make  sense"  of  what  happened. 

Hartmann's  post-trauma  research  indicates  that 
initially,  the  dream  may  be  a vivid,  but  not  necessar- 
ily precise  replay  of  what  occurred.  Soon,  the 
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dreams  combine  the  trauma  with  other  materia  I that 
appears  emotionally  similar.  For  instance,  fear  or 
terror  may  be  pictured  as  a tidal  wave,  a house  burn  - 
ing,agangofevilmen,  regardless  of  the  nature  of 
the  initial  trauma.  Eventually,  the  trauma  itself  plays 
an  increasingly  smaller  role  in  the  dreams  because 
ithas  been  interwoven  into  the  dreamer's  memory. 

Hartmann  speculates  that  pleasant  experiences  or 
emotions  also  are  dealtwith  in  dreams,  although 
not  as  extensively  as  disturbing  feelings.  "People 
don't  usually  dream  about  happy  things.  They 
dream  a bout  their  worries,"  he  said.  "Those  are  the 
feelings  that  need  to  be  calmed,  to  be  connected  to 
past  experience." 


FOR  SALE 

2 Endermologie  Machines 
( Non  invasive  procedure  used  to 
reduce  the  appearance  of  cellulite) 

Four  months  old,  take  over  lease  at 
$7 85  per  month  for45  months  or 
$22,000  (original  cost  $26,000) 

Call: 

301-415-6534 

and  leave  a message. 
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PETER  B.  BANDERA,  M.D. 
WILLIAM  C.  MURPHY,  D.O.,  LPT 


BOARD  CERTIFIED 

PHYSICAL  MEDICINE  & REHABILITATION 
EMG  / ELECTRODIAGNOSTICS 


Omega  Drive  D-74 
Newark,  DE 

(Directly  across  from 
Christiana  Hospital) 


TELEPHONE: 

(302)  777-7723 

FAX: 

(302)  777-3454 


Trolley  Square  B-11 
Wilmington,  DE 

(Near  St.  Francis  Hospital) 


Your  clothes  are  wrinkle  resistant. 
Why  isn’t  your  skin? 


I here’s  no  longer  any  reason  people  need  to  looh 
o Icier  tli  an  they  actually  are.  1 liese  days  there  are 
all  sorts  of  new  treatments,  medications  and  surgical 
procedures  that  can  actually  minimize  wrinbles, 
lines  and  spots.  1 hat’s  why  you  really  should  see 
a dermatologist.  Not  everyone  realizes  that 
dermatologists  are  the  recognized  experts 


in  problems  related  lo  shin,  hair  and  nai  k A nd 
that  they  receive  constant  ongoing  training 
about  the  newest  technologies,  treatments  and 
medications.  So  they  know  all  the  options  available. 
For  a free  pamphlet  on  aging  shin  and  the  names 
ol  dermatologists  in  your  area,  you  can  simply 
call  toll  free  1~888“462-DERM,  extension  33. 


American  Academy  of  Dermatology 

www.aad.flrg 
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While  you’re  looking  out  for  your 
patients,  who’s  looking  out  for  you? 


The  American  Medical  Association  (AMA),  in  partnership 
with  state,  county,  and  specialty  medical  societies,  works 
to  assure  America’s  patients  receive  the  world’s 
highest  level  of  quality  care. 

• Speaking  out  for  patients  and  physicians 
with  a single,  powerful  voice. 

• Continuously  advancing  the  art  and 
science  of  medicine. 

• Constantly  promoting  the 
highest  ethical,  educational,  and 
clinical  standards. 


As  a member  of  the  AMA,  you  can 
add  strength  and  credibility  to  our 
ongoing  efforts  to  confront  today’s 
most  critical  health  care  issues. 


Alone,  you  can  touch  a community. 
Together,  we  can  change  a nation. 
Join  or  renew  your  membership. 
Contact  your  state  or  county  medical 
society  today. 


Give  Power  to  Your  Voice. 

Join  the  American  Medical  Association  today. 


American  Medical  Association 

Physicians  dedicated  to  the  health  of  America 
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